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In the December SURGICAL CLUINICS—Soft Tissue Trauma 


This valuable Symposium provides the practicing age ranges from therapy for crushing injury of the 
hand to emergency measures in managing penetrating 
wounds of the heart. See just inside for full details. 


surgeon and physician with a basic course in the spe- 


cific management of wounds and injuries. The cover- 
See SAUNDERS Advertisement on next 2 pages 
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IN THE 


SURGICAL CLINICS 
FOR THIS DECEMBER.,,. 


Consulting Editor 
JAMES H. FORSEE, M.D. 


This issue, under the able editorship of 
Brigadier General James Forsee, brings to 
practicing surgeons established principles 
and details in management of wounds or 
injuries of the soft tissues resulting from 
trauma. Experience from war surgery as 
applicable to civilian experience is empha- 
sized, to provide a practical guide for sur- 
gical therapy of serious everyday injuries. 


The opening article on principles describes 
emergency management of hemorrhage, 
shock and respiratory obstruction, man- 
agement of the wounded individual and 
management of the wound. A highly in- 
teresting treatise follows on the effects of 
nuclear explosions on wound healing. 
Next the essentials of burn therapy are 
covered in well-ordered detail, with spe- 
cifie instructions on what and what not to 
do. 


The remainder of the contributions deal 
with injuries and wounds on a regional 
basis, i. e., head, face, hand, joints, blood 
vessels, chest, heart, thoraco-abdominal, 
stomach and intestines, liver, biliary tract 
and pancreas, colon and rectum. The final 
paper throws light on the pressing subject 
of multiple injuries, so common in auto 
accidents, 


A Nationwide Symposium on 


SOFT TISSUE TRAUMA 


Principles of Wound Management—Robert B. Brown 

The Nuclear Weapon Explosion and Its Effect on Treatment of 
Soft Tissue Wounds—II i/liam H. Moncrief, Jr. 

Essentials of Burn Therapy—Curtis P. Artz and Byron E. Green 

Management of Acute Head Trauma—Henry G. Schwartz 

Treatment of Facial Wounds—Douglas Wo. Wacomber 

The Management of Hand Injuries— i/liam B. Stromberg, Jr.: 
Vichael L. Mason and John L. Bell 

Wounds of Joints—Oscar P. Hampton 

The Repair of Injured Blood Vessels—Carl Wo. Hughes and Arthur 
Cohen 

The Recognition and Management of Closed Chest Trauma— 
James H. Forsee and Hu A, Blake 

The Management of Wounds of the Heart—Claude S. Beck 

General Considerations in) Abdominal Wounds—Leonard D. 
Heaton and Donald H. Glew, Jr. 

The Management of Thoraco-abdominal Wounds—Lawrence MV. 
Shefts 

The Recognition and Treatment of Nonpenetrating Abdominal 
L. Estes, Jr. 

Penetrating Wounds of the Stomach, Duodenum and Small 
Intestine—Luther H. Wolff and W. Philip Giddings 

Wounds of the Liver—Gordon F. Vadding 

Wounds of the Biliary Tract and Pancreas—Carleton Mathewson, 
Jr. and Frank W. Blaisdell 

Penetrating Wounds of the Colon—4 Stephens Graham 

Wounds of the Rectum—C. Frank Chunn 

The Appraisal and Management of Patients with Multiple Injuries 
—Robert H. Kennedy 


Index for Years 1956, 1957 and 1958 


THE SURGICAL CLINICS of NORTH AMERICA are issued serial- 
ly, every other month. Each issue features an illustrated symposium 
of current and practical interest. All articles are original and are 
written by America’s leading surgeons and specialists. Each number 
consists of about 300 pages. It contains no advertising. For valuable 
reference the December Number includes a 3-year cumulative index. 
The Surgical Clinics are sold only by the year of 6 consecutive issues 
Clothbound—-$18.00, Paperbound $15.00. 


FORTHCOMING NUMBERS: February 


{ Symposium from New York 
ym] 


{ Symposium from Chi- 
cago on Surgical Therapeuties. April 
on Plastic and Reconstructive Surgery. June—-4 Symposium from 
the Lahey Clinic on Long-Term Follow-up of Treatment of Cancer. 


Use Handy SAUNDERS Order Form to Begin Subscription —> 


THE JOURNAL of the American Medical Association is published weekiy by the American Medical Association. Subseription price, $15.00 a vear, 45¢e a copy. Canadian 
$17.00. Foreign $21.50. Accepted for entry as second class mail at the Postoffice at Dayton, Ohio under the act of Mareh 3, 1879. Address all communications to 
American Medical Association, 535 N. Dearborn St., Chicago 10, Illinois 
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RACAL BOOKS 
FROM SAUNDERS... 


NEW (4th) EDITION! This latest revision of the 
well known text and atlas effectively correlates basic 
anatomy with currently accepted surgical technique. 
The authors have meticulously revamped it to in- 
corporate the very latest knowledge of structure and 
operative procedure. They give you a full discussion 
of the anatomic structure of each organ or region of 
the body, then the surgical applications of this anat- 
omy. Valuable new material on the surgical anatomy 
of the abdominal, thoracic and pelvic organs has been 
added. You'll find lucid explanations and descriptions 


An unusual new source book of quantitative informa- 
tion on 169 important aspects of respiration in man 
and laboratory animals. In tabular form, you'll find 
investigatory data referring to problems such as these : 
Effect of pregnancy on lung volumes—Effects of 
exercise on pulmonary function—Effects of external 
ionizing radiation on the respiratory system—Ery- 
throcyte and hemoglobin values from birth to maturity 


abscesses. Here is swift assistance to help you cope with the sudden accident and the 
unexpected medical crisis. Conditions are listed and indexed alphabetically for fast 
reference. Dr. Flint’s methods of treatment are based on years of experience in handling 
a large number of emergency cases. Therapy instructions are precise, thorough, to the 
point. This new edition has been completely revised to include all the recent advances 
in emergency therapy. Whether your patient is suffering from massive hemorrhage or 
has sustained only a minor abrasion—you'll find immediate help here. 


By Twos. Fut, Jn., M.D., Director, Division of Industrial Relations, Permanente Medical Group, Oakland and Richmond, California; 
Chief, Emergency Department, Permanente Medical Group, Kaiser Foundation Hospital, “x ih" 


$8.00. 


Anson & Maddock—Callander’s SURGICAL ANATOMY 


National Research Council—HANDBOOK OF RESPIRATION 


Flint—EMERGENCY TREATMENT 


NEW (2nd) EDITION! Gives you explicit, step-by-step instructions for treatment and 
management of emergency cases—from abortion to vertigo—from zipper injuries to 


Richmond, California. 539 pages, x 74,". 


W. B. SAUNDERS COMPANY 


Please send and charge my account: 


of possible surgical involvements, indications. land- 
marks, operative approaches, actual techniques—and 
the application of these to practice. Anatomic varia- 
tions, normal and abnormal, are carefully pointed 
out. Over 1600 carefully selected illustrations portray 
structures and technique so that you are oriented 
anatomically for virtually any operation. 


By Banry J. Axsox, M.A.. Ph.D. (Med. Se.), Chairman, Department of Anatomy 
and Rebert Laughlin Rea Professor, Northwestern University Medical School: and 
Watrer G. Mapvock, M.S., M.D., F.A.C.S., Edward 8. Eleeck Professor of Surgery, 
Northwestern University Medical School; Chairman of the Department of Surgery, 
Chicago Wesley Memorial Hospital. 1157 pages, 7” x 10”, with 1602 illustrations on 
1047 figures. 521.00 New (4th) Edition! 


—Effect of various work loads on pulmonary function 
—Comparative pathology of the pneumoconioses— 
Effect of postural change on lung volumes. 400 au- 
thorities have contributed to this important work. 
Analyzed and Compiled by Pumir L. Jown 
M.D.; and C. Wane. Prepared 
under Direction of Commitiee on Handbook of Biologi- 
cal Data, Division of Biology and Agriculture, The 


National Academy of Sciences, The National Ke-earch 
Council. 403 pages, x 11”, $7.50. Neu 


New (2nd) Edition! 


() Subscription to SURGICAL CLINICS of North America (begin November, 1958) 


$18.00 Clothbound 
[} Anson & Maddock—SURGICAL ANATOMY 
HANDBOOK OF RESPIRATION 


$15.00 Paperbound 


Flin——EMERGENCY TREATMENT & MANAGEMENT. 8.00 
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Christmas Gift 


Sug gestions 
10000 L2pprncott 


. Allen, Harkins, Moyer & Rhoads—SURGERY: Principles and Practice $16. 

. Alvarez—PRACTICAL LEADS TO PUZZLING DIAGNOSES $9. 

. Bernreiter—ELECTROCARDIOGRAPHY $5. 

. Brown & McDowell—SKIN GRAFTING (3rd Edition) $15. 

. Bunnell—SURGERY OF THE HAND (3rd Edition) $22.50. 

. CLINICAL ORTHOPAEDICS SERIES—Published thrice yearly. Per year $18. ra 
. COLOR ATLAS OF PATHOLOGY, Volume II $20. P 
. Dubos—BACTERIAL AND MYCOTIC INFECTIONS OF MAN (3rd Edition) $8.50. 

. Ferguson—SURGERY OF THE AMBULATORY PATIENT (3rd Edition) $12. 

. Ham—HISTOLOGY (3rd Edition) $11. 

. Hyman—HANDBOOK OF DIFFERENTIAL DIAGNOSIS (2nd Edition) $8. 

. Hyman—TREATMENT IN INTERNAL MEDICINE $12.50. 

. Ingle—PRINCIPLES OF RESEARCH IN BIOLOGY AND MEDICINE $4.75. 

. Liebman—UNDERSTANDING YOUR PATIENT $5. 

. Liebman—EMOTIONAL PROBLEMS OF CHILDHOOD $5. 

. MacBryde—SIGNS AND SYMPTOMS (3rd Edition) $12. 

. McBride—DISABILITY EVALUATION (5th Edition) $15. 

. Natof & Sadove—CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM $6. 

. Oliven—SEXUAL HYGIENE AND PATHOLOGY $10. 

. POLIOMYELITIS IV $7.50. 

. Paterson & McCreary—PEDIATRICS $14. 

. Reich & Nechtow—PRACTICAL GYNECOLOGY (2nd Edition) $12.50. 

. Rivers & Horsfall—VIRAL AND RICKETTSIAL INFECTIONS OF MAN (3rd Edition) $8.50. 
. Rypins’ MEDICAL LICENSURE EXAMINATION S (8th Edition) $10. 

. Saul—TECHNIC AND PRACTICE OF PSYCHOANALYSIS $8. 

. Schiff—DISEASES OF THE LIVER $18. 

. Statland—FLUID AND ELECTROLYTES IN PRACTICE (2nd Edition) $6. 

. Telinde—OPERATIVE GYNECOLOGY (2nd Edition) $22.50. 

. Thorek, P.—ANATOMY IN SURGERY $22.50. 

. Thorek, P.—SURGICAL DIAGNOSIS $12. 

. Thorek, P.—ILLUSTRATED PREOPERATIVE AND POSTOPERATIVE CARE $5. 

. Valdes-Dapena—AN ATLAS OF FETAL AND NEONATAL HISTOLOGY $11. 

. Werner & Sederi—ABDOMINAL OPERATIONS BY THE VAGINAL ROUTE $9. 

. Wood—DISEASES OF THE HEART AND CIRCULATION (2nd Edition) $16. 
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JOURNALS 
35. AMERICAN PRACTITIONER AND DIGEST OF TREATMENT—Published monthly. Per year $10. 
36. ANNALS OF SURGERY—Published monthly. Per year $15. 

37. CANCER—Published every other month. Per year $15. 

38. DISEASES OF THE COLON & RECTUM—Published every other month. Per year $12. 


B. LIPPINCOTT Please send me the books and/or journals circled below: 
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In Canada: 4865 Western Ave., Montreal 6, P.Q. Ow... 
JAMA-12-6-53 Payments 


4 
« 
= 
i 
|_| : 
| 
; 


New 1958 Book—Just Published! 


Fried—Tumors of the Lungs 
and Mediastinum 


By B. M. FRIED, M.D., F.C.C.P. 


Associate Attending Physician, Montefiore Hospital; Associate Visiting Physician, 
Morrisania City Hospital, New York, N 


e Etiology, diagnosis and treatment of virtually all Believed to be an entirely new approach to the sub- 
benign and malignant tumors of the lungs, pleura and ject is a delineation of the anatomy and physiology 
mediastinum are considered fully in this new book. of the organ which gave rise to the new growth. This 
Cancer of the lungs receives major emphasis, with precedes the clear description of each tumor. Because 

% stress on early clinical manifestations. Typical and Dr. Fried’s book considers tumors of the lungs and 
atypical cases are discussed and illustrated with case mediastinum from their earliest appearance and in- 
reports, roentgenograms, macrophotographs and mi- cludes the many causative factors, it is of interest to 
crophotographs. The role of cigarette smoking in the internists, general practitioners, thoracic surgeons, 
genesis of malignant pulmonary disease is discussed chest specialists and radiologists. 


comprehensively. 


New. 467 Pages. 340 Illustrations on 231 Figures and 4 in Color on 2 Plates. $13.50 


Taylor—Essentials 


Wintrobe—Clinical Hematology 


By MAXWELL M. WINTROBE, M.D., Ph.D. of Gynecology 
Professor and Head of the Department of Medicine and Director, a eee 
Laboratory for the Study of Hereditary and Metabolic Disorders, Uni- By E. STEWART TAYLOR, M.D 
versity of Utah, College of Medicine, Salt Lake City. 1184 pages. 236 Protessor and Head of the Department of Obstetrics 
illustrations and 20 plates, 18 in coior. 65 tables. 4th edition, $15.00. and Gynecology, University of Colorado School of 
; Medicine, Denver. 502 pages 343 illustrations and 
Dr. Wintrobe correlates histology, physiology, biochemistry 7 in color on 4 plates. New. $12.00 
and pathology and applies them at the bedside. Tests are , 
: presented with such well-defined explanations that practi- 
tioners can perform them easily in their own offices, ““Com- From history-taking to operation, Dr. Taylor 
pletely unrivaled.” —G. P. explains, in this new book, the essentials of 


gynecology clearly, concisely and fully. Med- 
ical, surgical and irradiation treatments are 
taken up in relation to their advantages in 


the conditions discussed. Important gyne- 
Stimson— Fractures and Dislocations cological operations are described, with tech- 
By BARBARA BARTLETT STIMSON, M.D., F.A.C.S. nique shown in step-by-step illustrations. Full 
Director of Department of Bone and Joint Surgery, St. Francis Hos- coverage is given to breast examination, in- 


pital, Poughkeepsie, New York. 224 pages. 97 illustrations, 3rd 


fertility, ediatric gynecolo ry, stress inconti- 
edition. $4.50. y, P gy 2) 


nence and many other gynecological prob- 


Every physician, regardless of his specialty, should have this lems. The chapters on the adrenal gland, 
quick, dependable guide handy at all times. No elaborate pituitary gland, and preventive medicine, as 
techniques or detailed operative procedures are included. they apply to gynecology, are believed to be 
“Recommended as an initial volume for studying basic presented here for the first time in a book on 
principles of fracture therapy.’""—Postgraduate Medicine. this subject. 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 


Please enter my order and send the books indicated below: (We pay postage if remittance in full accompanies your order) 
(0 Check enclosed () Bill me at 30 days. (-] Charge under your monthly partial payment plan. 
Fried—Tumors of the Lungs and Mediastinum..................... $13.50 Taylor—Essentiais of Gynecology... $12.00 


Stimson—-Fractures and Wintrobe- Clinical Hematology..................... 


Dr. (please print) eens Address 


City Zone State 
JILA.M.A,. 12-6-58 
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for Christmas—give one of these 
famous medical best sellers 


White REHABILITATION OF THE 
CARDIOVASCULAR PATIENT 


Rusk should be in every physician's library 

us for ready reference.” J. A. M. A. 8/2/58. 
Extremely practical in its approach, this 
volume gives precise methods for the re- 

Lee habilitation of your patients with rheu- 
matic fever, heart disease, congenital heart 
disease, hypertension, hypertensive 
heart disease, and coronary artery dis- 


Williams case. 176 pp., 31 illus., 534 x 8, $7.00. 


Popper-—LIVER: STRUCTURE 
AND FUNCTION 


“This book represents the most com- 
plete and most up-to-date presenta- 
tion of the subject currently avail- 
able’—J. A. M. A., 4/27/57. The 
classic work on the liver which men 
in medicine everywhere have eagerly 
accepted, this book provides you with 
vast and current knowledge of 

the liver in health and disease. 

777 pp., 204 illus., 7 x 10, $20.00 


Bredow-—THE 
MEDICAL ASSISTANT 


A Guidebook for the Nurse, Sec- 

retary, and Technician 

in the Doctor's Office. 

This is the newest, i 

most complete guide ig NEW 
for your medical assis- THIRD 
tant. 400 pp., 6 x 9, : EDITION 
144 illus., $7.50. 


The Blakiston Division, McGraw-Hill Book Co. 


3rd Edition—PRINCIPLES 
OF INTERNAL MEDICINE 


“Physicians and students will welcome 
this new edition of an excellent medical 
text’ —American Journal of Medical 
Sciences, Contains a vast amount of 
important, NEW information all doc- 
tors will find helpful for diagnosis, 
treatment, and reference. For example, 
Part Two, Cardinal Manifestations of 
Disease, has been thoroughly revised. 
The sections dealing with disorders of 
circulatory and pulmonary 
function have been rewritten 
in order to bring them into 
line with the rapid advances 
in these fields. 1782 pp, plus 
index, 7/4 x illustrated. 
Complete in One Volume, 
$18.50; Two Volume Edi- 
tion, $24.00 


Grant —CLINICAL 

ELECTROCARDI- 

OGRAPHY 

The Spatial Vector Approach. 
“The author has per- 
formed superbly well 
a very difficult task. 
Every doctor interested 
in electrocardiography 
would do well to have 
this volume on _ his 
desk." —Geriatrics. Dr. 
Grant emphasizes the 
simplicity of the vec- 
tor method and shows 
how it makes clinical 
interpretations easier. 
225 pages, x 834, 

95 illus., $7.50. 


330 West 42nd Street, New York 36, N. Y. (C 3rd Edition—Principles of Internal Medicine 
Complete in volume 
Send me on 10-day approval the books checked at the right. 0) 2 Volume set 


C) Grant—Clinical Electrocardiography 
() White—Rehabilitation of the Cardiovascular Patient 7.00 
C) Popper—Liver: Structure and Function 

J.A.M.A. 12/6/58 
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pulse rate 
up? 


Serpasil slows heart rate in most 
cases of organic or functional 
tachycardia. 


You'll find it especially valuable in 
cardiac patients whose conditions 
are aggravated by heart speed-up. 
Through a unique heart-slowing 
action, independent of its antihy- 
pertensive effect, Serpasil prolongs 
diastole and allows more time for 
the myocardium to rest. Blood flow 
and cardiac efficiency are thereby 
enhanced. 


What’s more, you can prescribe 
Serpasil with confidence. Therapy 
with Serpasil is virtually free of the 
dangers (heart block and cardiac 
arrest) sometimes encountered 
with heart-slowing drugs. SIde 
effects are generally mild and can 
be overcome by adjusting dosage. 


DOSAGE FOR TACHYCARDIA 
Dose range is 0.1 to 0.5 mg. (two 
0.25-mg. tablets) per day conven- 
iently taken in a single dose. Rapid 
heart rate usually will be relieved 
within 1 to 2 weeks, at which time 
the daily dose should be reduced. 
Suppression of tachycardia often 
persists after therapy is stopped. 


NOTE: In patients receiving digitalis or 
quinidine, Serpasil therapy should be ini- 
tiated with especially careful observation. 
Serpasil is not recommended in cases of 
aortic insufficiency. 

SUPPLIED: Tablets. 1 mg. (scored), 0.25 mg. 
(scored) ond 0.1 mg. Elixirs, 1 mg. and 0.2 mg. 
Serpasi! per 4-mi. teaspoon 


(reserpine C!IBA) 


SUMMIT, N J 
\ 
i 


Plac idy 1 nudges your patient to sleep 


RADIUM 


Radium and Radon for 
all Medical Purposes 


LATEST TYPES OF PROTECTIVE AND 
HANDLING EQUIPMENT 


ASK FOR CATALOGUE 


Alas MILLAR 
R A DI U M C H E MI C A L C a. | nc. “Stop thinkin "f about not getting any younger and consider 


161 East 42nd Street yourself lucky that you’re getting any older.” 
NEW YORK 17, N. Y. 


a 8 J.A.M.A., Dec. 6, 1958 
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new 
improved 
formula! 


THERAGRAN 


Theragran--the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,», pyridoxine and 
d-calcium pantothenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Vitamin A 25,000 U.8.P. Units 
1,000 U.S.P. Uni-s 
Tihlemine Mononitrete .................. PALES 

#Caicium Pantothensto 

Vitemin By, activity concentrate 

1 oF more capsules daily as recommended by & physician. 

Family Pack of 180, Botties of 30, 65, 100 and 1000. 


ALSO AVAILABLE 


new ! 
formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults. 


for patients who prefer liquid vitamin therapy 


SQUIBB 
Squibb Quality— 
the Priceless 
Ingredient 


+ 
¥ 
| 
SQUIBB 
‘4 


Clinical 
success following 


explosion 
of trichomonads 


VaGisec® liquid and jelly 


PURSUE trichomonads into every 

fold of vaginal mucosa — 

reaching even those parasites buried under 
thick, tenacious albuminous secretions. 


EXPLODE ali trichomonads 

within 15 seconds of contact! No flagellate 
remains to cause troublesome flare-ups. 
Successful treatment in 97% of patients is 
reported by Decker.! 


BANISH trichomonads. 
They cannot survive the wetting, detergent and 
chelating agents in VAGISEC liquid and jelly. 
REPEATED NEGATIVE CULTURES—STRICTEST CRITERION 
Using cultures, the most critical test, Weiner? reported 
46 of 51 patients “cured” by VAGISEC therapy. 
*Round-the-clock therapy—vaginal scrub 

with VAGISEC liquid in the office and instillation of 
VaAGISEC jelly, followed by home douches and jelly— 
ensures eradication of organisms. Annoying symptoms 
(leukorrhea, pruritus, burning) often disappear after 
the first treatment.! Three to four weeks of theravy 
usually sufficient for most cases.!-* 


VAGISEC’ 
LIQUID AND JELLY 75'. anniversary 


1883-1958 


Active ingredients in VAGISEC liquid: Polyoxyethylene 
service to the medical 


nonyl phenol, Sodium ethylene diamine tetra-acetate, 
2B Sodium diocty! sulfosuccinate. In addition, VAGISEC and drug professions 
s eliy contains Alcohol 5% by weight. 
JULIUS SCHMID, INC. 
; References: 1. Decker, A.: New York J. Med. 57:2237 423 West 55th S t 
are (July 1) 1957. 2. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. est vom tree 
=i New York 19, N. Y. 


3. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc. 
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new antibacterial 
new chemical entity 
...high in 
effectiveness 


’ ...low in side 
reactions 


ANEW 
BRIGHT 
SPOT IN 
ANTIBACTERIAL 
THERAPY 


MADRIBONT-™- — 2, 4-dimethoxy-6-sulfanilamido-1, 3-diazine 
ROCHE —Reg. U. S. Pat. Off 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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PREVENT 


both cause and fear 


ANGINA 


proven 
Safety 
for 


TTACKS 
Miltrate 


sustained coronary 
vasodilation with 


PEIN 


prolonged relief from 
anxiety and tension with 


MILTOWN’ 


The original meprobamate, 
discovered and introduced 
by Wallace Laboratories 


a leading, 
long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases]... 


997 


simultaneously. 
The addition of Miltown to PETN, as in Miltrate,“... 


Supplied: Bottles of 50 tablets. 
Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals ond at ‘beatine. 
Dosage should be individualized. Fo ( 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 


terature, write Dept. IA 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


pentaerythritol tetranitrate 


the physician 
must deal with both the emotional and physical components of the problem 


appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 
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ANEW 
BRIGHT 


SPOT IN 
ANTIBACTERIAL 
THERAPY 


MADRIBON™™ 
— 2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 
ROCHE Reg. 
U.S. Pat. Off. 


realistic therapy 
in pneumonia 


A 13-year-old girl 

with penicillin-resistant 
pneumonia received an 
initial dose of 1250 mg 
Madribon, followed by 

625 mg daily. On the 

third day of Madribon 
treatment, the temperature 
returned to normal. X-rays 
showed marked improvement 
in the lung fields. She was 
discharged eight days later.’ 


Madribon, a completely new antibacte- 
rial, shows wide-spectrum activity 
against many common gram-positive and 
gram-negative pathogens, including 
staphylococci, streptococci, pneumo- 
cocci, E. coli, klebsiella and listeria. 

Low dose, 24-hour action. “The use of 
Madribon was very simple... A single, 
low dose of Madribon produces peak 
blood concentrations within 4 hours, 


adribon 


maintains them at near-constant level 
for the next 24 hours.** 

Well tolerated. The incidence of side 
effects with Madribon is less than 2% in 
more than 7000 cases. Those reported 
were relatively mild — dizziness, nausea 
and vomiting. Because Madribon is ex- 
creted primarily as a highly soluble glu- 
curonide, there is little likelihood of crys- 
talluria or kidney damage. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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the flavor of fruit a 
and a broad spectrum antibiotic 


SUMYC 


rup / aqueous yps 


new Sumycin Syrup 
An aqueous tetracycline suspension, 
phosphate potentiated, containing 
125 mg. tetracycline (hydrochloride 
/ equivalent) per 5 ce. teaspoonful. 
60 cc. bottles 


newW Sumycin Aqueous Drops 
An aqueous tetracycline suspension, 
phosphate potentiated, containing 
100 mg. tetracycline (hydrochloride 
equivalent) per cc. 
10 cc. bottles with the new, unbreakable 
delicious aqueous \\ ‘FLEXIDOSE’ DROPPER 


suspensions to assure Tetracycline phosphate 
° complex equiv. to 
patient acceptance Also available: tetracycline HCl (mg.) Packaging: 
for effective Sumycin Capsules 250 mg. per capsule Bottles of 16 and 100 
: Sumycin Half Strength 125 mg. per capsule Bottles of 16 and 100 
tetracycline therapy 


... children especially | Sumycin Intramuseular = 250 mg. per vial 1 dose vials 
with Xylocaine* 


tasty fruit flavor with Xylocaine* 


Squibb Quality — the Priceless Ingredient 


4, ‘ 
SUMYCIN ® AND FLEXIDOSE ARE SQUIBS TRADEMARKS rom. @ ASTRA PHARMACEUTICAL PRODUCTS, INC. FOR LIDOCAINE 
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realistic therapy 
in otitis media 


The new antibacterial 
Madribon has achieved 
therapeutic success in 
65 of 72 patients with otitis 
media.’ Madribon proves 
highly effective against 
many gram-positive and 
gram-negative pathogens, 
A NEW including staphylococci, 
streptococci, pneumococci, 
BRIGHT E. coli, klebsiella and listeria. 


SPOT IN 
ANTIBACTERIAL Low dose, 24-hour action. 


“The use of Madribon was 

THERAPY very simple. .. .”* A single, low dose 
of Madribon produces peak blood 
concentrations within 4 hours, 
maintains them at near-constant 
level for the next 24 hours.** 


adribon 


Well tolerated. The incidence of side effects 
with Madribon is less than 2% in more than 
7000 cases. Those reported were relatively 
mild — dizziness, nausea and vomiting. 
Because Madribon is excreted primarily as a 
highly soluble glucuronide, there is little 
likelihood of crystalluria or kidney damage. 


— 2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 


meng ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc + Nutley 10 « N. J. 


U.S. Pat. Off. 
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X-RAYS 
SHOW 
HOW ONE 


PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all mght 


The unretouched X-ray films show how Lontabs release medication in the 
digestive tract. So that the prolonged erosion of the Lontab core could 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 
mg. of a radiopaque substance in place of Pyribenzamine. 
With its unique formulation, the Pyribenzamine 
Lontab not only relieves allergy symptoms 
promptly, but sustains relief as long as 12 hours. 


pecial outer shell releases 33 mg. Pyribenzamine 
hydrochloride within 10 minutes. 


Unique core releases approximately 18 mg. Pyri- 


benzamine hydrochloride the Ist hour, approxi- 
mately 50 mg. from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 


NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tripel ine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 
2/2s6amn I B A J 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 
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ANEW 
BRIGHT 
SPOT IN 


ANTIBACTERIAL 
THERAPY 


MADRIBON’™ 
— 2,4-dimethoxy 
6-sulfanilamido- 
1,3-diazine 
ROCHE— Reg 
U.S. Pat. Off. 


adribon 


realistic therapy in 
respiratory infections 
: 


red 
‘ 


A completely 
new antibacterial 


Low dose, 
24-hour action 
Well tolerated 


References: 1. E. H. Townsend and 
A. Borgstedt, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
2. S. Ross, J. R. Puig and E. A. 
Zaremba, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
3. W. A. Leff, Paper read at the 

New Jersey Chapter of the American 
Federation for Clinical Research, East 
Orange, N. J., September 17, 1958. 

4. W. P. Boger, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
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Tablets, 0.5 Gm 


DOSAGE TABLETS — SUSPENSION (teasp.) Suspension, 0.25 Gm/teasp. 
initially q.24h. initially 24h. 

Caution: The usual precau- 
ADULTS: 2 1 4 2 tions in sulfonamide therapy 
should be observed, including 

CHILDREN: 20 Ibs 1 the maintenance of adequate 
40 Ibs 1 ly 2 1 fluid intake. If toxic reac- 

80 Ibs 2 1 4 2 tions or blood dyscrasias oc- 


ied cur, use of the drug should 
be discontinued. As is true 
of all sulfonamides, Madribon 
is probably contraindicated 
in premature infants. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J, 
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The above dosage should be dou i 
ing more intensive therapy. Conti : 
until patient is asymptomatic for 


J.A.M.A., Dec. 6, 1958 


“Just because you've retired from practice is no reason you “That new doctor is a whiz on check-ups. . .. Worked ten years 
cant get up and get me a glass of water and an aspirin. in an automobile factory before entering medical school.” 


This four part summary of the Gesell find- 
ings in child development by Jack Harrison 
Pollack has been reprinted from TODAY'S 
HEALTH. Pamphlets 20c each, set of four 


quantity discounts. 


Z Gesell } Predicts Your Child’s 
Development 


Part 1. ‘The First Five Years” 
Part 2. “Ages Six Through Ten’’ 
Part 3. ‘Ages Eleven Through Sixteen” 


Part 4. ““Adolescence—The Difficult 
Years” 


ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST., CHICAGO 10, ILL. 
d is $. for the following pamphlets: 
(indicate quantity of each pamphlet) 
2 3 4 
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Philadeiphia 1, Pa 


Meprobamate, Wyeth 


Conforms to Code 
for Advertising 


acceptably flavored... 
your answer to tablet problems in anxiety 
and tension states 


in children 
e in the aged 


e in all patients who reject tablet 
medication 


SUPPLIED: Suspension, 200 mg. per 5-cc. teaspoonful, bottles of 4 fluid 
ounces. Also available: Tablets, 400 mg., scored, bottles of 50; 200 mg 
scored, vials of 50. WYSEALS" EQUANIL, tablets, 400 mg., vials of 50 


RELIEVES TENSION — MENTAL AND MUSCULAR 


w, for the first time, liquid meprobamate | 
now, for tne first time, tqui p 
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(1,8- 
peristaltic stimulant 
smooth, overnight action m no griping well 


“Available in 75 mg. scored tablets and suspension. 


"WHERE STOOL SOFTENING IS ALSO INDICATED 


DORBANTYL FORTE” 


— 50 mg. + — sodium aapneere 100 mg.) * 


DORBANTYL 


(Dorbane; 25 mg. + diocty! sodium sulfosuccinate, ‘50 mg. 


For lower. dosage and in children. 
in sapsules and su 


proportions proved optimal by clinical tria : 


} (orks, M.M.: Clin. Med. 4:151, 3957) 


chronic skin diseases 


remissions” 


ALSO AVAILABLE: 


FOR ORY SCALY ECZEMAS, AND WHEN INFECTION i$ PRESENT OR ANTICIPATED 


"...when the tar-steroid cream 
TARCORTIN was prescribed for 
patients presenting very acute 
episodes of atopic dermatitis, 
contact dermatitis, psoriasis, 
chronic infectious eczematoid 
dermatitis, and other eczematous 
dermatoses ...we were abie to 
achieve prompt remissions..."' 

1, Welsh, A. L., and Ede, Mu: 1.A.M.A. 


166:158, 1988, 


Additional Clinical Publications on Tarcortin: 


Clyman, &. G. Postgrad. Med. 21:309 
1957 + Bleiberg, J.: J. M. Soc. New Jersey 
$3:37, 1956 + Abrams, B. P., and Shaw, C.: 
Clin, Med. 3:839, 1956 Bleiberg, J.: 

Am, Practiticner 8:1404, 1957 


greaseless, stainiess vanishing cream base. In tubes of 7 gm. and 1 oz. 


Ointment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Specie! Coal Tar 


Extract S%. in tubes of 7 gm, and i oz, 
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Clinical Reports 
continue to confirm 


the efficacy of 


Milpath 


®Miltown 
in the management of 
G.I. dysfunction 


INDICATIONS: duodenal and gastric ulcer ¢ colitis 
spastic and irritable colon * gastric hypermotility + gastritis + esophageal 


spasm * intestinal colic + functional diarrhea + G. I. symptoms of anxiety states. 


FORMULA: each scored tablet contains: meprobamate 400 mg., tridihexethyl iodide 25 mg. 
DOSAGE: | tablet t.i.d. with meals and 2 tablets at bedtime. 
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Texas 


Ohio 


California 


Idaho 


Illinois 


Missouri 


North 


Carolina 


Indiana 


Oregon 


Florida 


Michigan 


10 


10 


10 


1 gastritis, | spastic enterocolitis, 


ulcer, 1 G.l. symptoms of anx- 


spastic duodenitis, 1 duodenal 


iety state, | gastric ulcer, 1 duo- 
denal ulcer with pinpoint perfor 
ation-chronic, | cardiac neurosis 


with G.I. symptoms. 


7 G.L. symptoms of anxiety states, 
, 


4 duodenal ulcer, 2 
| colitis-catarrhal, | diverticulosis. 


pastic colon, 


3G.L. symptoms of anxiety states, 


1 duodenal ulcer, 


late 
nancy, | gastritis of late 


1 gastro-enteritis of preg 
preg 
nancy, | chronic duodenal ulcer, 
| functional upper G.I. tract dis 


ease, | chronic gastro-duodenitis 


2 hyperacidity, 3 peptic ulcer. 


Py lorospasm., 


10 pylorospasm, 2 duodenal ul- 
cer. | possible Ca. of G.I. tract. 
1 Gl 

gastritis 


symptoms of anxiety, | 
(alcoholic). 


I gastritis, 1 peptic ulcer (bleed- 
ing), | duodenal ulcer with gas 
tritis, | duodenal ulcer, | psycho- 
neurotic with gastric complica- 
tions, insomnia, 


gastritis, 2 


3 spastic colitis, 3 
symptoms of anxiety states, 
1 healing duodenal ulcer, | her 


niation of pyloric mucosae. 


3 duodenal ulcer, 2 hypertrophic 
gastritis, 2 functional enteroco- 
litis, 2 vomiting of pregnancy, 1 
cardiospasm, menopausal 
syndrome. 


| spastic colitis, 2 gastrointestinal 
spasm, | colitis and diverticulitis, 
1 duodenitis, 2 peptic ulcer, 2 
duodenal ulcer, | gastric ulcer. 


Mar ked 


improvement (9) 


Much 
improvement (1) 
Marked 
improvement (9) 
Slight 
improvement (4) 
Variable (1) 


Marked 
improvement (3) 
Slight 
improvement (1) 


Marked 


improvement (5) 


Marked 
improvement (5) 


Marked 


improvement 


Marked 
improvement (11) 
Slight 
improvement (4) 


Marked 


improvement (5) 


Marked 
improvement (9) 
Slight 
improvement (1) 


Marked 
improvement (8) 
No 
improvement (2) 


Mar 
improvement (8) 
Steady 
improvement (1) 
Slight 


improvement (1) 


None (7) 
Drowsiness (1) 
Initial 


drowsiness (1) 


None (11) 
No answer (2) 
“Floating 
sensation” (1) 
Transient 
“lightheaded” 
fecling (1) 


None (4) 


None (2) 
None of 
significance (2) 
Minimal 


drowsiness (1) 


None (5) 


None 


None (14) 
Nausea (1) 


None (3) 
Drowsiness (2) 


No side 
effects (6) 
Drow siness (4) 


No side 
effects (9) 
Fpigastric 
burning (1) 


None (6) 
Some Dryness 
of Mouth (2) 


Drowsiness (2) 


fine, 1-6 
filled 
disupe 
symptoms completely ame- 


Milpath 


4—excellent results, 1—good, 1 


weeks’ x-ray showed G.I. crater 


in and asymptomatic: tension 


pe red, | 
horated. | complete relief; on 


since the day it came ot 


over previous treat- 
was striking, 


1—improvement 


ment, 2—well pleased, | 


1—quite satisfied, 1—good, | 
ful. 1 

1—indefinite, 2 
excellent, 1—“patient as 
well as myself was much impressed,” 
1—"“Milpath therapy should be contin- 


was grate- 


better than previous regimen, 
very satisfactory, |—un- 


decided. 1 


ued inasmuch as he has had ailment 


so long.” 


3—satisfactory (1—continuing 


on decreasing dosage), 


3~verv effective. |1—believed to be of 
significant merit for upper G.I. distress 
of late pregnancy, |—one of the most 


effective medications used to date. 


>— excellent. 2—very good auniliary 


treatment; 1—“of great importance in 


treatment of peptic ulcer.” 


Fifective G.I. antispasmodic, 


12—verv effective, 1—fairly good, 1— 


improved patient’s condition, but did 
not solve the basic problem, ]1—nausea 


(anomalous reaction). 


1—excellent: patient has been feeling 


wonderful. |1—wonderful attitude on 


part of patient toward business life. 1— 


good, 2—excellent. 


9—very beneficial, 1—some improvee 


ment. 


§—excellent, 1—no success, 3—very 


good, 1—inconclusive. 


&—marked subjective and objective im- 


provement, 1—encouraging improve- 


ment... patient has refused operation, 
sO We are depending on this treatment, 
I—steady Improvement. Now on lower 


dosage and getting along well, 


These evaluations are summary conclusions drawn from the continuing program of clinical 
research on Milpath in private practice, 


‘WALLACE LABORATORIES 
New Brunswick, N.J. 
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Viilprem ilpren 
400 ... Miltown® (meprobamate) 200 Miltown® (meprobamate) 
+0.4 mg. conjugated estrogens + 0.4 mg. conjugated estrogens 
(equine) (equine) 
Miltown acts immediately to 
« relieve emotional symptoms 
» relax skeletal muscle: relieve 
tension headache and low back pain P 4 
Conjugated estrogens (equine) 
« help restore endocrine balance - ° 


» relieve vasomotor and metabolic 
disturbances 


SUPPLIED: Bottles of 60 tablets. 


DOSAGE: | tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


® 
WALLACE Wy) LABORATORIES, New Brunswick, N. J. 
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CHILCOTT 


approaching 
the ideal 
in control of 
severe essential 


hypertension 


**,.. the ideal hypotensive agent should produce a 
prolonged fall of blood pressure in a large proportion of 
patients ... without serious side effects and without 

the development of tolerance.”” 


Clinical experience indicates that Methium with Reserpine 
closely approaches these standards. For example, when 
administered for 29 months to 22 outpatients with severe 
essential hypertension, Methium with Reserpine helped 
lower blood pressure significantly in 76‘. of these.* 

Age range of the majority (65°;) was 41-50 years. 

Side effects were mild and, in general, easily controlled. 
No cases of tolerance developed. 


REFERENCES: 1. Cecil and Loeb: Textbook of Medicine, 9th Ed.; 
W. B. Saunders Co., Phila.; p. 1257. 2. Lindauer and Hafkenschiel: 
Hexamethonium Chloride with Reserpine in the Treatment of 
Severe Essential Hypertension; Angiology; 9:1 (Feb.,) 1958. 


Methium 


BRAND OF HEXAMETHONIUM CHLORIDE 


with Reserpine 


22. 5% Greate : Vita Ca 


AT A MOMENT'S NOTICE 


Vital Capacity During Control Period © 
;} Actual spirogram recorded in i i Vital capacity | 
| the Lung Station (Tufts) at the 
2 | Boston City Hospital. Maurice |} 225% | 
|S. Segal, M.D., Director as 
3 INHAL. 
-+ 47 YEAR OLD MALE, DIAGNOSIS: t 1 MIN. APART 
CHRONIC BRONCHIAL ASTHMA 
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Premicronization assures optimum particle size for 
maximum effectiveness. Medihaler-Iso is unsur- 
passed for rapid relief of symptoms of asthma and , 
emphysema. In spillproof, leakproof, shatterproof, 

vest-pocket size dispensers. 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. - 
Contains no alcohol. Each measured dose 
0.06 mg. isoproterenol. 


SUITABLE FOR CH/LDREN, TOO 


Northridge, Calif. 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


National Health Survey Makes Major Report . . 
FDA Exempts 118 Chemicals from Testing . . 


Flemming For More Rehabilitation 
of Disabled . . 


AFL-CIO Urges Uniform Blood Banks . 
Atomic Energy Grants to Medical Schools . . 
NIH Grants During October to $4,200,000 . . 


FIRST FULL-YEAR STUDY OF INJURIES 
AND ILLNESSES COMPLETED 


The Public Health Service, with the Census 
Bureau supplying poll takers, has completed the 
first full-vear study of illnesses and injuries in U. S. 
families and of the number of physician visits. The 
sample involved 36,000 households, covering 115,- 
000 persons. From the answers, projections were 
made and certain conclusions arrived at. 

Such surveys will be carried on on a continuing 
basis as a result of the action of Congress in 1956 
in authorizing the U. S. National Health Survey. 
Surgeon General Burney commented on the first 
study: “With this first annual summary, the health 
survey is beginning to produce a comprehensive 
picture that workers in the health fields have long 
needed.” 

According to the survey, illness and injury caused 
the American people to stay home from work or 
school, remain in Sel, or otherwise cut down on 
normal activities for about 3.4 billion man-days 
during the year ending June 30, 1958. This total 
averages out to 20 days per person per vear. Acute 
illnesses, with respiratory conditions leading the 
category, totalled 437,900,000, or an average of 
about 2.6 days per person. 

About 47 million persons were injured seriously 
enough during the year to cause them to restrict 
their activities for a day or more or seek medical 
attention, the survey found. The injuries caused 
424,100,000 days of restricted activity, or 2.5 days 
per person. 

Under chronic conditions, the PHS listed circula- 
tory diseases as the cause of 484,200,000 days of 
restricted activity, equivalent to about 2.9 per per- 
son. Digestive conditions ranked second and arthri- 
tis and rheumatism third. 

The survey estimated that about 890 million 
physician visits (in offices, homes, outpatient clin- 
ics, or telephone calls) were made during the 12 
months, or an average of 5.3 times per person. 

Additional projections under visits : 
1. More women than men use doctors’ services— 
6.0 visits per person for females as against 4.5 for 
males. 2. The greatest number of visits occurred 
during the October-December quarter. 3. About 


three-fourths of the visits were for diagnosis and 
treatment, as against such preventive services as 
examinations and immunizations. 4. About two- 
thirds of the visits took place in offices. 5. The 
largest number of home visits were for persons 65 
vears of age or older. 


REGULATIONS DRAWN UP FOR FOOD 
ADDITIVES CONTROL 


An important step toward putting into effect the 
new federal law governing additives to foods has 
been taken with preparation by the Food and Drug 
Administration of a proposed list of 118 chemicals 
to be exempt from testing requirements. 

Under the law, enacted by the last Congress, pre- 
testing of chemicals must satisfy FDA before the 
substances may be added to foods. However, 
chemicals that have proved their safety by long 
usage may be declared exempt from the testing. 

FDA's first list of exempt chemicals includes 6] 
preservatives, 29 buffers and neutralizers, 35 nutri- 
ents (such as vitamins, minerals, and amino acids), 
5 nonnutritive sweeteners, 5 coloring agents, 5 
stabilizers, 4 emulsifiers, and 34 other additives of 
various types. Thirty-six of the 118 are limited as to 
the quantity that may be used or the foods in which 
they may be used. 

No flavoring materials are included in this list; 
they will be dealt with later. Coal-tar colors are 
subject to a different provision of the Food, Drug, 
and Cosmetic Act. 

Complete text of the proposed regulations, in- 
cluding the list of the exempt chemicals, will be 
available after publication in the Federal Register. 
The list is not complete, FDA explains, as from 
time to time qualified experts will agree on other 
additives that are not a threat to health. 

Publication of the list will allow qualified authori- 
ties to give the FDA their views as to whether 
further testing of the substances will be necessary. 
After the regulations and initial list are published 
in the Federal Register, 30 days will be allowed 
for the filing of suggested changes, deletions, or 
additions. 

FDA has not specified in detail the type of scien- 
tific studies that must be made to determine safety 
of a nonexempt substance. Evaluation of test data 
will be based on criteria established by the food 
protection committee of the National Research 
Council, “unless equally good or better methods 
are proposed by the manufacturer.” 

A petition to have a food additive accepted must 
include a complete history of the substance, its 
composition, source, stability data, proposed quan- 
tity and method of use, control procedures, and 
appropriate tests to determine the amount of the 
additive in the finished food. Full information also 
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must be furnished on any animal or other biological 
experiments designed to establish safety of the 
additive. 

After a petition has been filed, notice to that 
effect will = published in the Federal Register. 
Subsequently, the regulation will be issued, giving 
the quantity of the additive to be used and the 
foods in which it may be used. 


SECRETARY FLEMMING URGES MORE 
REHABILITATION EFFORTS 


Addressing the Social Security Administration's 
medical advisory committee, Secretary Flemming 
of the Department of Health, Education, and Wel- 
fare stressed the importance of an increased effort 
to bring about the rehabilitation of disabled per- 
sons. 

The Secretary said his department is putting 
more emphasis on medical research into disability, 
adding that “disability evaluation is not a static 
process but must keep pace with medical progress.” 

Mr. Flemming pointed out that the present dis- 
ability payments section of the social security law, 
which offers OASI retirement benefits to persons 
50 years and older who because of illness or injury 
are unable to do “any substantial gainful work,” 
provides an ideal opportunity for channeling the 
disabled to state or other agencies where they may 
benefit from rehabilitation services. 

The committee advises Social Security Adminis- 
tration on all phases of the disability program. 
Secretary Flemming praised it for developing, with 
the cooperation of the medical professions, “a 
sound and workable method of determining dis- 
ability.” He said this “difficult task” has been ac- 
complished in a way “which does not interfere with 
doctor-patient relationships.” 

A person applying for disability benefits, or dis- 
ability freeze protection (under which his Social 
Security benefits are not reduced because of years 
of forced unemployment), is directed first to con- 
sult a physician. The physician reports clinical find- 
ings, based on medical tests and laboratory exami- 
nations, after which a team, including at least one 
physician, decides whether the applicant qualifies 
as “disabled.” 

Dr. J. Duffy Hancock, professor of surgery at the 
University of Louisville School of Medicine, is 
chairman of the advisory committee. 


AFL-CIO WANTS NATIONWIDE, UNIFORM, 
VOLUNTARY BLOOD BANK SYSTEM 


The AFL-CIO wants all blood bank activities co- 
ordinated under a nationwide “uniform voluntary 
system.” 

Support for such a program was pledged by the 
labor organization’s executive council at a meeting 
in Washington. It acted on a recommendation of 
the AFL-CIO’s community services committee. 

The council declared: “The AFL-CIO shall take 
appropriate steps to offer the full cooperation and 
active participation of organized labor to the Joint 
Blood Council and its cooperating agencies in the 
development and maintenance of a national blood 
program.” 


J.A.M.A., Dec. 6, 1958 


The Joint Council is made up of the American 
Medical Association, the American Hospital Asso- 
ciation, the American Society of Clinical Patholo- 
gists, the American National Red Cross, and the 
American Association of Blood Banks. Its head- 
quarters is in Washington, D. C., and the executive 
vice-president is Dr. Frank E. Wilson. 

In the national blood organization, the 
wants a uniform, voluntary system of blood banks, 
the requirement of uniform licensing standards, 
and a national clearing house or exchange for blood 
and blood credits. 


AEC AWARDS $326,510 IN GRANTS: 
MEDICAL SCHOOLS BENEFIT 


Atomic Energy Commission has approved $326,- 
510 in grants to 30 colleges and universities, includ- 
ing 11 medical and public health schools, to help 
in buying training equipment. 

Since start of the program in 1957, it has dis- 
tributed almost $1,500,000 “for the purpose of help- 
ing colleges and universities expand their facilities 
for training in radiation biology and in the use of 
radioisotopes in the fields of agriculture, veterinary 
medicine, medicine and pharmacy, public health, 
and biology.” 

Another series of grants will be announced in the 
early spring of 1959. For information as to possi- 
bilities and requirements, write the director, di- 
vision of biology and medicine, U. S. Atomic 
Energy Commission, Washington 25, D. C. 

Largest grant ($25,000) went to the University of 
Minnesota School of Public Health. Minnesota's 
medical school also received $9,000. Other medical 
and public health schools to benefit were Albany 
Medical College of Union University, Boston Uni- 
versity School of Medicine, University of California 
Medical Center at San Francisco, Indiana Univer- 
sity School of Medicine, University of Puerto Rico 
School of Medicine, Temple Medical Center at 
Philadelphia, Southwestern Medical School at the 
University of Texas, Albert Einstein College of 
Medicine in New York, and University of Wash- 
ington School of Public Health. 


NIH RELEASES $4,200,000 IN GRANTS 
AND FELLOWSHIPS 


During October, the last month for which com- 
plete information is available, the National Insti- 
tutes of Health released a total of $4,200,000 in 
research grants and _ fellowships. Fellowships, 
valued at $603,344, went to 157 individuals, and 
$3,600,000 was given for 266 research grants. 

Of the 266 research project grants, 86 (worth 
$641,615) went for new projects, more than half of 
them in arthritis, metabolic diseases, and mental 
health. 

Highest institute total was $912,156 from the 
Heart Institute for 47 research projects. Other re- 
search totals by institutes were cancer $193,643, 
allergy and Par ers diseases $268,528, arthritis 
and metabolic diseases $889,347, dental $44,800, 
mental $217,103, neurology and blindness $505,071, 
and general medical sciences $703,529. 
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Pro-Banthine 


Smooth muscle gastrointestinal spasm frequently 
is aggravated and intensified by concurrent emo- 
tional tension. 

Pro-Banthine with Dartal offers a new measure 
of antispasmodic control since it combines 
Pro-Banthine, a clinically accepted antispas- 
modic anticholinergic, with Dartal, a new, well- 
tolerated tranquilizer for stabilizing emotional 
tension. 


In Gastrointestinal Spasm — Pro-Banthine with 
Dartal is indicated in smooth muscle spasm of 


Coordinates relaxant 
action spasm 


CONTROLS 
EMOTIONAL 
STRESS 


RELIEVES 
SPASTIC 
DISTRESS 


with Dartal 


functional gastrointestinal disturbances, pyloro- 
spasm, peptic ulcer, gastritis, spastic colon (irri- 
table bowel), biliary dyskinesia. 

Composition and Dosage: Aqua-colored tablets 
containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand 
of thiopropazate dihydrochloride). Dosage: One 
tablet three times a day. 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
December 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN RHEUMATISM AssocIATION, Mayo Clinic, Rochester, Minn., 
Dec. 6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West Forum on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec. 
6-7. Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., Gen- 
eral Chairman. 

SOUTHERN SuRGICAL Assocr1aTION, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 
1959 
January 


AMERICAN ACADEMY OF OnTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN Protestant Hosprrat Association, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Leo M. Lyons, 105 W. Adams St., Chicago, Executive 
Director. 

AMERICAN SocteTy FOR SURGERY OF THE HANb, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
ING, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL Mepicat AssEMBLY Or SoutHWweEst Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French Pl., San Antonio, Tex., Executive Secretary. 

NATIONAL Assoc1ATION OF HosprtALs AND Homes, Sheraton- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky MounTAIN TRAUMATIC SURGICAL Associ1ATION, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WESTERN Society ror Researcn, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 


AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF ForRENsIC SCIENCES, Drake Hotel, Chicago, Feb. 
26-28. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary. 
AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, Boston, Feb. 11-13. 

Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF RaproLocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, Shamrock Hilton 
Hotel, Houston, Texas, Feb, 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

CavirorNiA Mepicar Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

CoLorapvo StaTE Mepicat Society, Midwinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2, Executive Secretary. 

ConGRESS ON INDUSTRIAL HEALTH, Netherland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St., Chicago 10, 
Secretary. 


March 


AvaskA TerrironiAL Mepicat Association, Baranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 


J.A.M.A., Dec. 6, 1958 


AMERICAN BRONCHO-ESOPHAGOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN CoLLeGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary 

AMERICAN LARYNGOLOGICAL Assoc1aTION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OvroLoGicaL Sociery, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN Association, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN Society, The Homestead, Hot Springs, Va., Mar 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

Micuican AcapemMy or Generar Practice, Post-GrapvuatTe 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager 

NationaAL Heavtu Councit, Palmer House, Chicago, Mar. 17-19. Mr 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 

NATIONAL MULTIPLE SCLEROSIS SocierTy, New York, Mar. 9. Mr. Donald 
Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SurGicAL ConGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 
3, Ga., Secretary. 

SOUTHWESTERN SunGcicat ConGress, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. I. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 

April 

Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. D1 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executiv« 
Secretary. 

AMERICAN ACADEMY Or GeNERAL Practice, San Francisco, Apr. 6-9 
Mr. Mac F. Cahal, Wolker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN AssOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., lowa City, la., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr, Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN AssOcIATION OF RamLway SunGEONS, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN AssOcIATION FOR THORACIC SURGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE OF Puysic1ans, Conrad Hilton Hotel, Chicago, Apr 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 149% Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PuysroLocicaL Society, Atlantic City, N.J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.C., Executive 
Secretary. 

AMERICAN Psycui1atric Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Rapium Sociery, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN Society OF Brococicat Cuemiusts, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN SocreETY FOR EXPERIMENTAL ParHo.ocy, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ, of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN Society OF INTERNAL Mepicine, Conrad Hilton Hotel, Chi- 
cago, Apr. 19. Dr, Clyde C. Greene Jr., 350 Post St., San Francisco 8, 
Assistant Secretary. 


(Continued on page 34) 
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ANXIETY 


without affecting autonomic function 


= relieves anxiety and tension 

= aids recovery from acute cardiac episodes 

= makes patients more amenable to necessary 
limitations of activities 

= does not interfere with other drug therapy 
does not mask toxicity of other drugs 


® 
SUPPLIEQ: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


The original meprobamate, discovered and introduced by 


wy WALLACE LABORATORIES, New Brunswick, New Jersey 
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ACNE 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate.) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 

Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


MEETINGS 


AMERICAN SocrETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 


J.A.M.A., Dec. 6, 1958 


tics, Atlantic City, N.J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Stupy OF STERILITY, Shelburne Hotel, At- 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SurcicaL Association, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN AssociaTion, Chalfonte-Haddon Hall, Atlantic 
City, N.J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

Anizona Mepicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2, Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ARKANSAS Mepicat Sociery, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 
Connecticut State Mepicar Association, Hamden High School, Ham- 
den, Apr. 28-30. Dr. William R. Richards, 160 St. Ronan St., New 

Haven, Executive Secretary. 

Hawau Mepicat Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 
S. Beretania St., Honolulu 13, Executive Secretary. 

InNpusTRIAL Mepicat Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

Iowa State Mepicar Society, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missount State Mepicar Association, Kansas City, Apr. 5-8. Mr. T. R. 
O'Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NEBRASKA SraTE MepicaL Association, Hotel Paxton, Omaha, Apr. 27- 
30. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

NEUROSURGICAL SociETY OF AMERICA, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicar Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P.O. Box 904, Trenton, Executive 
Officer. 

Ouro Svatre Mepicat Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA Mepicar Association, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P.O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

SociETY OF NEUROLOGICAL SURGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

Sournwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

STUDENT AMERICAN MeEpIcAL Association, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE MEDICAL AssocIATION, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E, Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF Mepicine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian-Institu- 
tion, Washington 25, D.C., Secretary. 

AMERICAN COLLEGE Or CarproLocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 3. Dr. George E. Schreiner, Georgetown Univ. 
Hosp., Washington 7, D.C., Secretary. 

AMERICAN GYNECOLOGICAL SocretTy, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OpHTHALMOLOGICAL Socrety, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepiatric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN PsycHosoMatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Society ror CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N.J., May 3-4. Dr. S. J. Farber, 550, Ist Ave., New York 16, 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN TrupEAu Socrety, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysic1ans, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

MepicaL Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

Georcia, Mepicat Association oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

STATE MeEpicat Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 


(Continued on page 36) 


34 
ate ‘ 
> 
| 
| 
| a 
| 
/ 
| 
: 
| 
a | 
| 
| | 
| 
| 
° | 
| 
: 
e 
4] 
. | 
| 
. 


Pentobarbital 


odium and Carbroma apseal” and Elixir form. 
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Kansas Mepican Socrery, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Loutstana State Mepicat Socrety, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

MaAssacuusetts Mepicar Society, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Minnesota STATE Mepicat Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississippt STATE MeEpicat Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssOCIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mepicat Socrery, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, MeEpicat Society OF THE STATE OF, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Nortu Carnouina, Mepicar Socrery or THe STatre or, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Nortu Strate Mepicat Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruope Istanp Mepicar Society, Providence, May 12-13. Mr. John E 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Society oF AMERICAN BACTERIOLOGISTS, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 
6, Wis., Secretary. 

Society ror Peprarric Researcu, The Inn, Buck Hill Falls, Pa., May 8-9 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary 

Sourn Caroursa Mepicat Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, Stare Mepicat Society or, Hotel Schroeder, Milwaukee, 

May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison Il, 

Secretary. 


June 


AMERICAN ACADEMY OF TUBERCULOSIS Prystci1aNns, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

AMERICAN or Cnest Puysicians, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DERMATOLOGICAL AssociATION, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AmMeRICAN Diapetes Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC SociETy, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AMERICAN Geriatrics Society, Hotel Traymore, Atlantic City, N. J., 
June 4-5, Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. I., 
Secretary. 

AMERICAN MeEpicaAL AssociaTION, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice President. 

AMERICAN MEpDiIcAL WoMEN’s AssociaTIoNn, Sheraton Ritz Carton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL Association, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN OrtHOPEDIC AssocIaTION, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
lll., Secretary. 

AMERICAN ProcroLocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RHEUMATISM AssOcIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

Hosprrat ASsOcIATION OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4. Mr. M. R. Kneifl, 1438 S. Grand Blvd., St. Louis 4, 
Executive Secretary. 

STATE Association, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

MaIneE MeEpicaL Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Mepicat Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

Society ror INVESTIGATIVE DERMATOLOGY, Ritz Carlton Sheraton Hotel, 
Atlantic City, N. J., June 6-7. Dr, Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 
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Socrery or BrotoGcican Psycuiarry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary 

Soutn Daxora Sratre Mepicar Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

WryominGc Stare Mepicart AssociaTion, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 


Secretary 
July 


AMERICAN Society or X-ray Trecunicians, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Rocky Mountain Cancer CONFERENCE, Brown Palace Hotei, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman 


August 


NationaL Mepicar Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary 

Nevapa Srate Mepicar Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman 

Wesr VirciniA Strate Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary 


September 


AMERICAN AssoOctaTiON OF Mepicar Criinics, Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va.. 
Executive Director. 

Unrrep Srates Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. Meclntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis H 
Bauer, 10 Columbus Circle, New York 19, Secretaryv-General 


October 


AmMeRICAN Mepicat Warrers’ Association, St. Louis, Oct. 2-3. Dr 
Harold Swanberg, 510 Maine St., Quiney, Il., Secretary 


November 


GERONTOLOGICAL Society, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 


INTERNATIONAL AND FOREIGN 
December 


BanaMas SuncicaAL ConrereNnce, British Colonial Hotel, Nassau, Bahamas, 
Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 79th St., 
New York 21, New York, U. S. A 

INTERNATIONAL Leprosy ConGress, New Delhi, India, Dec. 8-14. Dr 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 
February 


CENTRAL SuncicaL Association, Montreal, Can., Feb. 19-21. Dr. A. D 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Society or University SurGeons, Denver, Colo., Feb, 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


March 


BanamMas Mepicar Conrerence (Seventh), British Colonial Hotel, Nas- 
sau, Bahamas, Mar. 30-Apr. 12. For information write: Dr. B. L. Frank, 
23 E. 79th St., New York 21, N. Y., U.S. A. 

CaNaAvIAN MeEpIcAL Association, British Columbia Division, Section of 
General Practice, Harrison Hot Springs Hotel, Harrison Hot Springs, 
B. C., Mar. 19-21. Dr. W. Douglas McCauly, 149 Kenneth St., Duncan, 
B. C., Registrations. 

INTERNATIONAL COMMITTEE OF MILITARY MEDICINE & PHARMACY, Paris, 
France, Mar. 31-Apr. 5. For information address; International Commit- 
tee of Military Medicine & Pharmacy, Hospital Militaire, 79, rue Saint 
Laurent, Liege, Belgium. 


(Continued on page 38) 
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HIGHER, FASTER levels 


Pen-Vee° K 


Penicillin V Potassium, Wyeth 


LONGER levels 


timed release for long-lasting penicillin blood 


levels with only a single tablet q. 8 hours 


Pen-Vee L-A 


& 
Wieth 
Penicillin V, Crystalline, Wyeth LONG-ACTING ’) Philadelphia 1, Pa | 
a 


for stress-induced 


antacid adsorbent 


fast, lasting relief 
no acid rebound 
nonconstipating 
contains no laxative 


teaspoonfu! contains: 
Aluminum hydroxide (Warner-Chilcott) 4 gr. 
Magnesium trisilicate (U.S.P.) 7% gr. 


WARNER -CHILCOTT 
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April 


ConGress Or INTERNATIONAL ANESTHESIA RESEARCH Society, Miami 
Beach, Fla., U. S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S. A., Executive Secretary. 

JAPAN Mepicat Concress, Tokyo, Japan, Apr. 1-5. For information 
address: The Japan Medical Association, 2 Chone Surigadai Kanda, 
Chiyoda-Ku, Tokyo, Japan. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pustic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Paris, France, May 9-11. 
For information address: 8 avenue Franklin Roosevelt, Paris 8e, France 

INTERNATIONAL VETERINARY ConGreEss, Madrid, Spain, May 21-27. Dr 
Jac Jensen, Beltstraat 168, Utrecht, Netherlands, General Secretary 


June 


INTERNATIONAL Association, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre 
tary-General. 

INTERNATIONAL Hosprrat Concress, Edinburgh, Scotland, June 1-6 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary 
General. 

Pan-AMERICAN CoNnGrESS OF RuEUMATIC Diseases, Washington, D. C., 
U. S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A 
Secretary-General. 


July 


British Mepicat Association, Edinburgh, Scotland, July 16-24. For in 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W.C. 1, England. 

Mepicat Association, Edinburgh, Scotland, July 16-24. Dr 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL ConGress OF PepiatTrics, Montreal, Que., July 19-25 
For information address; Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 

INTERNATIONAL CONGRESS OF RADIOLOGY, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PSYCHOANALYTICAL ASSOCIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 


August 


INTERNATIONAL AssOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE HisToRY OF SCIENCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL ScreNCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U.S. A., Aug. 23. Dr. Benjamin D. Blood, P.O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Woripv CONFERENCE ON MeEpicat Epucation, Palmer House, Chicago, 
fll., U.S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S. A. 


September 


ConGress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr, J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European ConcGress or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

Evrnorean ConGress ON RHEuMATISM, Istanbul, Turkey, Sept. 18-21. For 
information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11-18, 
Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne 
Germany. 


(Continued on page 42) 
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> URETHRA 


bacterial post menopausal 
urethritis urethritis 


The female urethra, surrounded 


by a tortuous network of periurethral defi 


glands, is highly susceptible to 


localized infection ...a frequent 


source of pelvic distress. !-* 


FURACIN® FURESTROL" 
suppositories 


tl- 


urethral 


suppositories 


are antibacterial ... anesthetic... 


gently dilating ... provide rapid 


control of both pain and infection.® 


Each Suppository contains Furacin 0.2% and 
diperodon*HCl 2%, in a water-dispersible base. 


Hermetically sealed in silver foil, box of 12. 
1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 

4 Company, 1954, vol. 2, p. 1390 et seq. 
2. Barrett, M. E.: J. M. Ass. Alabama 
26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


| | NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
N [ 
EATON LABORATORIES, NORWICH, NEW YORK 
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Kills by contact... virtually nonirritating to 
vaginal mucosa...is effective even in presence 
of blood, pus or vaginal secretions ... will not 
permanently stain linen or clothing: color can 
be washed off with water. 


Regimen: In the office—swab with Betadine 
Antiseptic, full strength. 

For patients’ use at home—Betadine Vaginal 
Douche between office visits. 


Available: Betadine Antiseptic in 8 oz. and 16 
oz. bottles. Betadine Vaginal Douche in 8 oz. 
bottles. 


Write for literature and samples Dept. “A” 


outright 


Virtually nonirritating 
tovaginal mucosa 


TAILBY-NASON COMPANY, INC. 
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Worrp Concress ror Puysicat Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Woripv Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


1960 
January 


Pan AMERICAN CoNnGREsS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


June 


CanaviaN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PaTHOLoGy, Madria, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF Puysi0-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


INTERNATIONAL CoNnGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July $3l-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U. S. A. 

INTERNATIONAL CoNnGress ON Gorter, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149%: Washington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U. S. A., Chairman. 


August 


INTERNATIONAL ConGrEss or Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S$. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS OF GERONTOLOGY, San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF PuysiCAL Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U, S. A. 

INTERNATIONAL Society OF HEMATOLOGY, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Habermann, 3500 Gaston Ave., Dallas, Tex., 
U.S, A. 

Worvp ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippces, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N, Y., U. S. A., Secretary-General. 


September 


ConGress OF INTERNATIONAL SocrETY FoR CELL BroLocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress OF INTERNATIONAL SocieETY OF ORTHOPEDIC SURGERY & 
TRAUMATOLOGY, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL CONGRESS OF NuTRITION, Washington, D. C., U. S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

INTERNATIONAL Society oF GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

Woriv Concress oF ANESTHESIOLOGISTS, Toronto, Ont., Sept., 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


1961 
October 
INTERNATIONAL ConGreEss OF NEUROSURGERY, Statler, Hotel, Washington, 


. C., U. S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, Calif., U. S. A., Editor of Transactions. 


J.A.M.A., Dec. 6, 1958 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information 
of readers of THe Journat. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Dec. 7, 1958 
CBS-TV, 6:30 p.m. EST. “Twentieth Century” presents 
“The Addicted: Criminal or Patient,” conclusion of a two- 
part story on drug addiction. 


MAGAZINES 


Cosmopolitan, December, 1958 

“The Miracle of Faith Healing,” by T. F. James 
The author discusses claims of healing at such places as 
the shrine at Lourdes and the platform of Oral Roberts’ 
gospel tent. He quotes the American Medical Association 
as saying: “The medical profession does not recognize that 
‘faith healing’ as such has any accepted merit whereby it 
can be regarded as having remedial or curative effects in 
persons who are actually victims of organic disease.” 

“A Psychological First-Aid Kit for You,” by Maurice Zolotoy 
The author says you must be completely honest with your- 
self, have fairly keen and receptive intellectual powers, and 
be clear about your goals if psychoanalysis is to work. Com- 
mon neurotic complaints are discussed with psychological 
explanations for them. 

“Self-Inflation to Help Hearing,” by Lawrence Galton 
A Stanford Medical School ear specialist has found a self- 
help maneuver for many people who suffer from ear stufh- 
ness, pain, or hearing impairment. One method of self- 
inflation discussed is holding the nose tight and blowing 
outward very strongly, thereby building up enough pressure 
to force the tubes open. 


Everywoman’s Family Circle, December, 1958 

“Battle Hymn for a 12-Year-Old,” by Marie Killilea 
The mother of a 12-year-old cerebral-palsied child tells how 
her daughter learned to walk after an operation at the 
Temple University Hospital, Philadelphia. 

“Relax and Grow Younger,” by Allen Norman Tyler, M.D. 
A physician suggests his formula to help you relax physi- 
cally. It is concluded that the woman who learns how to 
relax will seemingly grow younger and will be the envy of 
others who neglect to take time for relaxation. 

“Woman in White,” by K. C. Jerome 
A nun-doctor, Sister Mary Thomas More, tells of her two 
lives—one as an intern at Bellevue Hospital in New York 
and the other as a member of the Marist order. 


Saturday Evening Post, Nov. 29, 1958 
“Stop Driving Your Pet Crazy,” by Stanley Frank 

Veterinarians feel it is standard procedure now to prescribe 
tranquilizers for dogs, cats, and even work animals. Dr. 
Mark W. Allam, dean of the University of Pennsylvania 
School of Veterinary Medicine, said, “Although the general 
health of pets is improving constantly and their life spans 
are increasing, they're showing a much higher incidence of 
nervous ailments. Coronary disease, arteriosclerosis and 
digestive disorders are far more prevalent than they were 
a generation ago.” 
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A | BREAKTHROUGH /IN DIABETES 


Just last year, a new chapter began in the treatment of diabetes: Orinase became avail- 
able for general clinical practice. Today, more than 300,000 diabetics are enjoying the 
advantages of oral management. This extensive experience, reinforcing the findings of 


hundreds of investigators in research centers all over the United States, has confirmed 
that Orinase is both well tolerated and effective in the majority of adult, stable diabetics. 


And we now know that the significance of Orinase goes even further. 


Belore Orinase, research in diabetes was moving ahead slowly. Pathogenesis of the dis- 
ease remained an enigma, and the mechanism of insulin action continued to elude 


investigators. Nor wasany explanation forthcoming for the different types of diabetes mel- 


litus, the progressive nature of the disease, or for the wide range of insulin requirements. 


Clinically, too, there was much to be desired: the lifelong regimen of daily injections, 
the rigid meal schedules, and, above all, the constant threat of hypoglycemia. To the 


patient, these meant a life centered around his disease; to the physician, the ever-present 


danger of complications. 


And now, one year after the introduction of Orinase, what has experience taught us? 
What has Orinase meant to practicing physicians, to patients, to investigators? What 
can we expect of the future? In briefest summary, this is where the evidence points: 


Diabetes mellitus does not appear to be a single pathological entity. There are several types 
. of diabetes mellitus. The most common is “Orinase-positive” diabetes, in which administra- 
tion of Orinase induces release and utilization of the patient's endogenous insulin. 


In “Orinase-positive” diabetics, Orinase may achieve better control than injections of exoge- 


nous insulin. 
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Facts and Figures 


RINAS 


NUMBER OF PATIENTS ON ORINASE: 


CRITERIA OF PATIENT SELECTION: 


INCIDENCE OF SIDE EFFECTS: 


(transitory skin rash, nausea, etc.) 
TOXICITY: 

ESSENTIAL CONDITION 

FOR RESPONSE TO ORINASE: 


PRIMARY MODE OF ACTION OF ORINASE: 


CONTRAINDICATIONS: 


ONE YEAR AGO-1957 


Orinase was officially released for prescription 
on June 3, 1957. Prior to its release, 

it had been thoroughly and painstakingly 
tested in more than 20,000 patients. 


20,000 


Adult, stable diabetes 
(onset around 40 years of age) 


Only 3% 


None 


Functional pancreas 


Unknown 


Juvenile diabetes... brittle diabetes... 
history of coma, acidosis, or ketosis 

... infections and major surgical 
operations ...severe trauma... gangrene... 
diabetes adequately controlled by diet 
alone. 
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ONE YEAR LATER-1958 


Today, Orinase is a routine therapeutic agent in the 

management of hundreds of thousands of diabetics. Numerous 
clinical observations confirm its efhicacy and have 

brought to light many new additional benefits of Orinase therapy. 


Over 300,000 


Age: 40+ (at onset) 

Insulin: 40— (daily requirements) 

These are typical criteria for the candidate most likely to respond to Orinase. 
However, diabetics with an earlier development of the disease also 

deserve acareful trial with Orinase, because Orinase has been found effective 
in many of the 20 to 40 age-of-onset diabetics. 


Approximately 3°. (side eflects continue to be mild and transitory — 


drug withdrawn for these effects in only 1.6°o) 


None 


Functional beta cells of the pancreas 


In the presence of a functional pancreas, Orinase etlects the production 
and utilization of native insulin via normal channels. 


Juvenile diabetes... brittle diabetes... history of coma, acidosis, 
or ketosis... infections and major surgical operations ...severe trauma... 
gangrene... diabetes adequately controlled by dietary restriction alone. 
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Objective advantages of Orinase 


Intensive diabetic research, stimulated by the introduction of Orinase, has led 
many investigators to revise the verv concept of diabetes as a single clinical 
entity, and to coin the term — Orinase-positive” diabetes. Oral therapy of ~Orinase- 


positive” diabetics presents the following advantages: 


Better control of diabetes 

Orinase-responsive patients show more stable blood sugar levels and less glycosuria on Orinase than 
on insulin. Because Orinase acts via endogenous insulin, daily control of diabetes is smoother; “peaks 
and valleys” typical of exogenous insulin are leveled out. 


Greater freedom from hypoglycemia 
Patients on Orinase rarely experience hypoglycemic reactions. Even when hypoglycemia does occur, 
it is milder and more amenable to therapy than insulin (hypoglycemic) reactions. 


Side effects—few and minor 

Side eflects attributable to Orinase occur in about 3°, of cases, and only half of these necessitate 
withdrawal of Orinase. Most common are skin rashes or mild gastrointestinal upsets. Careful obser- 
vations of large series of patients maintained on Orinase for more than two years revealed no damage 
to the liver, blood, kidneys, or pancreas. Orinase is not goitrogenic. 


Painless management of diabetes 
Simple, easy, oral administration eliminates subcutaneous fat atrophy and frequent allergic reactions 


to insulin. 


Virtually no increase in insulin requirements 
Even after prolonged Orinase therapy, patients scarcely ever show any increase in insulin require- 
ments. In fact, such increase on Orinase is less common than on insulin. 


No impairment of diabetic status 
Orinase therapy does not aggravate the underlying diabetic pathology. In some cases, there may be 
an actual improvement or even a remission. 
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“The extreme satisfaction of patients whose conditions are now controlled 


with tolbutamide is immeasurable.” Breneman, J. C.: J.A.M.A. 164:627 (June 8) 1957. 


ORINASE HELPS CORRECT MAJOR DISLOCATIONS IN THE LIFE PATTERN OF DIABETICS 


Orinase tends to restore emotional balance 

Diagnosis of diabetes, usually coming late in life and carrying with it a long sentence of daily fear and 
anxiety, profoundly upsets the emotional balance of the average patient. Adjustment to radical changes 
in daily living is difficult. Daily injections, special meal schedules, and new limitations on activities 
make the patient feel “set apart.” Oral therapy simplifies life, brings it closer to normal, helps restore 


a cheertul, hopetul outlook. 


Sense of personal freedom regained on Orinase 
No longer tied toa retrigerator, sterilizing apparatus, nearest restaurant, and rigid schedules, a diabetic 


on Orinase can enjoy travel and a variety of personal activities. 


Orinase makes diabetes easier on the patient’s family 
With no dependence on members of the family for diabetic care, the patient can resume a more normal 


place in the family circle. 


Orinase permits occupational continuity 

Because of the hazards of hypoglycemic shock, some diabetics are forced to give up their customary 
occupations, or must limit and curtail their working hours—as may be the case with traveling salesmen, 
business executives, and others with unpredictable work schedules. On Orinase, patients usually can 
continue their normal occupations. 


Normal social life made possible by Orinase 
“Orinase-positive” diabetics can visit their friends, without the embarrassing necessity of meals at 
special hours...can participate in community life and social events in a more normal fashion. 


Stability and sense of well-being on Orinase 
Patients report an increased sense of stability and well-being...they are less irritable...their mood 
and outlook are improved. 


Su yective advantages of Orinase | 
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D.—FEMALE-AGE 32 


Jane D., a successful commercial 
artist, now 32 years of age, had 
a sudden onset of diabetes in her 
early twenties after going 
through what seemed an unduly 


prolonged and difficult recovery 
from a severe infection. At that 
time, she also experienced con- 
comitant emotional upsets. 
When the diagnosis of diabetes 
was confirmed by a fasting blood 
sugar of 230 mg. per 100 cc. and 
4 plus sugar in the urine, Jane 
was placed on 40 units of NPH 
insulin in the morning, and 5 
units at night to prevent noctur- 
nal hyperglycemia. She was or- 
dered to maintain a restricted 
diet. Good control was estab- 
lished after a few hypoglycemic 


episodes secondary to disruption 
of her meal schedule. 

When she returned to her 
drawing board after her illness 
and began her diabetic regimen, 
Jane found that her ability to 
function was impaired. She “felt 
ashamed” of her diabetes and 
refused to discuss it with anyone. 
She described herself as “limited 
emotionally” in both her busi- 
ness and social life. She 
“cheated” on her diet and suf- 
fered accordingly, physically 
and psychologically. Because her 
work as an artist required her to 
conform to demands of clients 
for business meetings at odd 
hours and to complete assign- 


ments on rigid deadlines, she 
found herself under increasingly 
severe tensions. These, and her 
somewhat exaggerated fears of 
possible hypoglycemic reactions, 
carried over into her social activ- 
ities as well. 


The transfer to Orinase 


Ten months ago, Jane's physi- 
cian successfully transferred her 
from insulin to oral control with 
Orinase, establishing excellent 
balance on 0.5 Gm. t.i.d. Al- 
though she had become inured 
to her insulin injections, she 
found other factors in the oral 
medication providing definite 
advantages: less effort; emo- 
tional release from many of her 
former fears and tensions; 
greater freedom to work on ir- 
regular schedules; and ability to 
confront possible disruption of 
her mealtime. 

Jane D. now leads a more nor- 
mal existence. She is able to 
work consistently despite her ir- 
regular schedule. She is more 
relaxed in all her activities, and 
finds that her “‘consciousness of 
diabetes” has been virtually 
eliminated. 


This case, illustrating some of 
the changing aspects of diabetes 
control offered by oral manage- 
ment, is based on actual clinical 
data. 
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THE 
ORINASE 
EPOCH 


BREAKTHROUGH FOR THE PATIENT 


A more normal, more secure life for the majority of diabetics. 


BREAKTHROUGH FOR THE PHYSICIAN 


Smooth control, relatively free from the danger of hypoglycemic shock. 


BREAKTHROUGH FOR METABOLIC INVESTIGATORS 


New stimulus and new evidence in searching for the final 


answers to diabetes. 
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Compitte fiteraiure 


_ reduce insulin dose 
ae weekly for physical examinat 
The patient should be instructed 
— important that the pati 
his diet, for example) which 


Whenever a diagnostic “tool” can give you some added 
advantage in performance or usefulness — your own diag- 
nostic skill is aided by more complete facts, and your time 
is saved through simpler, more convenient use. Sanborn in- 
struments are designed to give you just such advantages. 

With the new Rappaport-Sprague Acoustic Stethoscope, 
sounds which are at the very threshold of audibility become 
clearly audible, providing maximum assurance in ausculta- 
tion. Equipped with five chest pieces for sensing and localiz- 
ing sounds of various pitch, and three sets of ear pieces for 
proper fit, this new Stethoscope clearly reflects the results 
of ten years of research and investigation undertaken during 
its development. 

In the Visette electrocardiograph, true portability in a 
clinically accurate ECG is now a practical reality. By its 
brief case size and 18-pound weight, the Visette lets you take 
‘cardiography to your patient — in his home, at the hospital, 
at an industrial plant clinic, wherever the need exists. Modern 


SAN BORN 


Give your 
diagnostic skill 
the advantage of 
MODERN 


instrumentation 


VISETTE 
ELECTROCARDIOGRAPH 
$625.00 


PRICES DELIVERED 
“ONTINEN' 


electronic components — a new, much lighter galvanometer 
— design innovations ranging from pushbutton grounding 
and double-check standardization signals to fully automatic 
stylus stabilization leads are switched — make the Visette 
one of the most convenient ECG’s you (and your technician) 
can use. And this first (and still the only) 18-pound 
‘cardiograph is now being used by more than 3000 doctors, 
both here and abroad. 

For the benefits modern instrumentation can give you and 
your patients — by extending your diagnostic abilities and 
saving your time in day-to-day practice — ask your local 
Sanborn man for complete facts on these two unusual instru- 
ments. He will also be glad to tell you how you may use a 
Visette for 15 days in your own practice without cost or 
obligation, through the exclusive Sanborn “Try-Before- 
Buying” plan. Call or write him soon — or address Inquiry 
Director at the main office in Waltham, Mass. 


conv PAN 


MEDICAL DIVISION 175 Wyman Street, %y Waltham S54, Massachusetts 
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IF URINARY INFECTION PROVES CHRONIC: 


Mandelamine is antibacterial, yet is not an antibiotic! Effective inmany | / 


urinary tract infections resistant to antibiotics and sulfonamides, won't | (en+ecort 
sensitize patients, no resistant strains develop. Mandelamine obviates 


need for alkalis or forcing of fluids, and it is MANDELAMINE 1 
excellent for long term therapy. Cost is low. MORRIS PLAINS. N. J 


| 
/ 
i 


AMES CLINIQUICK’” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


j 

Bs 


what is the most frequent cause of asthma in children? 
Chronic focal infection (tonsils, adenoids, paranasal sinuses), alone and in combina- 


tion with other factors. 
Source —Chobot, R.: New York J. Med. 57:1644 (May 1) 1957 


scaled-down dosage for your younger asthmatics 


Now, the new % Strength AMINET lets you prescribe more precisely for children weigh- 
ing over 40 pounds...avoids possible aminophylline overdosage. Its exclusive base 
does not inactivate aminophylline ...melts promptly at body temperature... invariably 
releases the prescribed dose for rapid relief. 


STRENGTH AM i ET Suppositories 


AMINOPHYLLINE WITH PENTOBARBITAL 


Y% Strength AMINET Suppositories—for children weighing over 40 Ibs. (18 Kg.), one suppository 
rectally, 1 to 3 times daily. Each % Strength AMiNnET Suppository contains aminophylline 0.125 Gm. 
(1% gr.), pentobarbital sodium 0.025 Gm. (% gr.), benzocaine 0.015 Gm. (“% gr.). 


Half Strength Aminet Suppositories—for children weighing over 80 Ibs. (36 Kg.). For adults—Full 
Strength AMineT Suppositories. 


Available — boxes of 12. 
All AMINET suppositories are now packaged in foil wrapped, pre-formed strips. 


Swat Any 


AMES COMPANY, INC + ELKHART, INDIANA - Ames Company of Canada, Ltd., Toronto 
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sable X is a correlation of the response to Diabinese with failure of 
response to tolbutamide. Patients who were diagnosed as showing primary 
or secondary ... failure of tolbutamide treatment of their diabetes were 
given Diabinese. Patients with these diagnoses were studied particularly 
thoroughly by Dr. Garfield Duncan and his group (Code 29), and by 

Dr. Samuel Sugar (Code 97), with Diabinese, 62% of those patients having 
a primary therapeutic failure of response to tolbutamide showed an ex- 
cellent or fair response to Diabinese. Of those patients diagnosed as 
secondary tolbutamide therapeutic failures. 86% showed an excellent or 
fair response when treated with Diebinese. 1 


DIABINESE REDUCES PRIMARY 
AND SECONDARY FAILURES 


REPORT ON DIABINI 
Your personal bound copy is available 
from your Pfizer representative. 


Science for the world’s well-being. Pfizer 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


1. Summary of Diabinese Study Program 
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An advance in potency of therapeutic activity 


An advance in duration of therapeutic activity 


An advance in effectiveness over a wider range of patients 


Diabinese exerts a hypoglycemic effect within one hour, which becomes 
maximal within three to six hours. It exhibits twice the potency of 
tolbutamide on acute administration and up to six times its potency on 
chronic administration. Most patients can be started on only 0.25 to 0.5 Gm. 
daily given as a single dose with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. Excreted slowly, 
80 to 90 per cent of one administration is eliminated in 96 hours. A single 
dose provides a therapeutic effect lasting 24 hours or longer. Since it 
remains in the blood as the active hypoglycemic material and is only 
gradually removed, Diabinese affords longer-lasting clinica] benefit, with 
relatively constant blood levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese is reflected 
in its notable record of clinical success in properly selected patients. 
Ninety-four per cent of excellent responses to Diabinese are in the most 
common group — the “maturity-onset” diabetics. Diabinese proved effective 
in 86.4 per cent of 1,675 patients over 40 years of age. Good results have 
even been obtained in some “brittle” diabetics, as well as in many 

patients exhibiting primary or secondary failure with tolbutamide. 


brand of chlorpropamide on ce -(1- -dar Y dosage 


posaGe: IMPORTANT~— Patients should not be given starting doses 
in excess of 0.5 Gm. daily. An initial dosage of 250 mg. daily is 
recommended for geriatric diabetics. For ful] details see Section 8 

of Report on Diabinese. 

SUPPLIED: 250 mg. tablets, scored; bottles of 60 and 250. 

100 mg. tablets, scored, bottles of 100. 


a MAJOR ADVANCE in the ORAL treatment of DIABETES 


*Trademark 
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ACID~LAXATiVE 


PHILLIPS 


MILK OF 
MAGNESIA \ In every field there are a very few products 
whose quality and demonstrated dependa- 
a bility over many years give them a position 
: of eminence. It is this dependability which 
inspires confidence and universal recogni- 
tion of Phillips’ Milk of Magnesia. Known 
and prescribed throughout the world for 
over 75 years. 


PREPARED ONLY BY THE CHAS. H. PHILLIPS CO. DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N. Y. 
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MERCK SHARP & 
DIVISION OF MERCK & CO. 


on udly presents the ing achie ent of the first corticosteroid decade : 
_ DECADRON (dexamethasone) —a new and unique compound, which brings a new order of magnitude to cortic 
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in anti-inflammatory potency 


DECADRON ‘“‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’’' and is 

“the most potent steroid thus far synthesized.’’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more 

potent than prednisone; 28 times more potent than 
hydrocortisone; and 35 times more potent than cortisone. 


a n PW in dosage reduction 
Thanks to this unprecedented potency, DECADRON is 


“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.'’3 In a number of cases, doses as 

low as 0.5-0.8 mg. proved sufficient for daily maintenance. 
The average maintenance dosage in rheumatoid arthritis 

is about 1.5 mg. daily. 


AL a On itu ( C in avoidance of new side effects 


A minimal incidence of diabetogenic activity, edema, sodium or 
water retention, hypertension, or psychic reactions has been 
noted with DECADRON.'.?.3.4 Other ‘‘classical’’ reactions 

were no more frequent or severe. DECADRON showed no increase 
in ulcerogenic potential, and digestive complaints were rare. 

Nor have there been any new or “‘peculiar’’ side effects, such as 
muscle wasting, leg cramps, weakness, depression, anorexia, 
weight loss, headache, dizziness, tachycardia, or erythema. 


in therapeutic effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 

of the anti-inflammatory activity'’? and antirheumatic potency.* 
Clinically, this was manifested by a higher degree of improvement 
in many patients previously treated with prednisteroids,* 

and by achievement of satisfactory control in an impressive 
number of recalcitrant cases.*.* 


in therapeutic range 


More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 
relief to cases resistant to other steroids. Relative freedom e 
References: | ffom diabetogenic effect in therapeutic dosage permits 
1, Boland, E. W.: California Med. treatment of certain diabetics without an increase in insulin 
requirements. Minimal incidence of hypertension and of sodium 
3. Boland, E. W., and Headley, N.E.: and fluid retention allows effective therapy of many patients 
Paper read before the Am. Rheum. 
Assoc., June 21, 1958, San Francisco, With cardiovascular disorders. And a healthy sense of well-being, 


Calif. 4. Bunim, J. J., et al.: Paper read ~~ reported by nearly all patients on DECADRON, assures 
before the Am. Rheum. Assoc., 7 a 
June 21, 1958, San Francisco, Calif. excellent patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of 
dosage, treatment may ordinarily 
be changed over to DECADRON 

’ from any other corticosteroid 
on the basis of the following 

milligram equivalence: 


One 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


one 4 mg. one 5 mg. one 20 mg. one 25 mg. 
tablet of tablet of tablet of tablet o 


methylprednisolone or 
triamcinolone 


= hydrocortisone cortisone 


SUPPLIED: 
As 0.75 mg. scored pentagon- 
shaped tablets; also as 0.5 mg. 
tablets, to provide maximal 
individualized flexibility of 
dosage adjustment. 


DEXAMETHASONE 


Detailed literature on DECADRON is available to physicians on request. 
*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 
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The great corticosteroid era opened ten years ago with the introduction of Cortone® (Cortisone). Today, 
MERCK SHARP & DOHME proudly presents the crowning achievement of the first corticostercid decade — 
DECADRON (dexamethasone) —a new and unique compound, which brings a new order of magnitude to cortico- 
steroid therapy. 


treat more patients more effectively 


Ss MERCK SHARP & DOHME 
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Medrol 


hits the disease, but spares the patient 


*Trademark for methylprednisolone, Upjohn 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 
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Company (July) 1956, p. 983. (2) Stevens, 
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FROM OTHER PAGES 


J.A.M.A., Dec. 6, 1958 


Wounds from Tooth and Claw 


He had just recovered from an encounter with an old lion 
which had entered his hut one night...as he lay asleep. 
When he woke up his right hand was actually in the lion’s 
mouth. He freed his hand, much lacerated, and grasped his 
loaded rifle which was lying by his bed. At the same time he 
thrust his left hand into the brute’s jaws and seized hold of 
its tongue. He managed to get in a shot and his servant who 
slept in the next hut and had heard the noise, rushed in and 
finished it off. Both hands were permanently deformed. . . . 

One of the party had been severely mauled by a lion at a 
camp about forty miles away. It was late in the afternoon 
when the message for help arrived, but I was off in a few 
minutes. ... With Songolo loping along in front and the 
njinga-boy behind, I cycled along the narrow winding path 
through the forest until the sun sank. Gradually it darkened 
and I could see to cycle no farther. Abandoning the bicycle 
to the boy, I stepped out after Songolo who had to stop 
frequently and point out stumps and fallen trees or I should 
have stumbled and fallen headlong over them in the dark. 
After going about ten miles we stopped, lighted a fire and 
waited for the carriers. Lions began to roar.... After an 
hour or so the carriers arrived but refused to go farther... . 
My X-bed was put up and I lay down on it with the blanket 
over me. But I lay awake and shivering for hours. ... Apart 
from the lesser and somewhat soothing sounds made by 
birds, frogs and insects, the stillness of an African night in 
the wilds is only broken by the roar of the lion when he has 
killed, or by the hyena’s ghastly wail. . . . In the grey dawn 
I rose, took a mouthful of water and set out after Songolo, 
on the bicycle. We arrived at Captain “E’s” camp that 
morning to learn that he had died the previous afternoon, 
and I was only in time to see the terrible, tearing wounds 
inflicted by tooth and claw. 

“E,” had wounded the lion while it had been eating the 
remains of a wild pig and had foolishly followed it into the 
long grass. Since then I have been called to other similar 
cases and all except one case have succumbed to their 
injuries; for the poison of the bites had had too long a time 
to work before I could have the wounds cleaned up. Unless 
immediately attended to by a doctor or other skilled person, 
the deep wounds are invariably only superficially cleansed 
and the poison implanted at the bottom of each wound soon 
gets on to the system causing a virulent septicemia. There is 
always a certain amount of shock, both immediate and 
delayed, and this, in addition to the effect of the poisons in 
the blood, mercifully blunts the senses to pain until delirium 
and coma supervene and the end comes with heart failure. 
I used to advise all hunters and those who might, in their 
travels, be exposed to such injuries, to carry a syringe and a 
quantity of permanganate crystals and to push the nozzle of 
the syringe to the bottom of each wound, washing it out 


from below upwards. I suppose one would recommend peni- 
cillin and sulphanilamide now or some other antibiotic.— 
R. R. Murray, M.D., Travelling on Duty, The Central African 
Journal of Medicine, January, 1958. 


Man and the Apes 


if the dead 
bones had never spoken, still man would have wondered. He 


If the record of the rocks had never been, . . . 


would have wondered every time a black ape chattered from 
the trees. . . . He would have wondered when he saw the 
huge orangs pass in the forest, their bodies festooned with 
reddish hair like moss and on their faces the sad expression 
of a lost humanity. . . . It is a troubling thing to be a man, 
with a very special and assured position in the cosmos, and 
still to feel those amused little eyes in the bush—eyes so 
maddeningly like our own. 

Wherever man has been aware of monkeys, they have de- 
manded explanation; without them we might regard ourselves 
as unique in the universe. With them appears the sole con- 
vincing evidence of man’s relationship to the lowly world 
about him. The rumor of apes had passed far and wide even 
before the days of the great voyagers. Nor is it surprising to 
find, even in a Europe which, for over a thousand years after 
the Greek philosophers, eschewed the idea of organic change, 
that folklore and speculation arose around the living pri- 
mates, so that parts of the Christian world evoked a second, 
a “black” creation to account for them. 

In this view the Devil and his demon associates decided to 
attempt a creation in imitation of the work of God. When 
the diabolical rites were completed and the devil gazed upon 
the being which he had created it was found not to be 
human, but an ape. Great though Satan’s powers were, he 
could not implant a soul in his abortive offspring. The ape 
remains, therefore, in the words of H. W. Janson (1952), a 
“kind of indistinct echo or reflection of man.” 

But whether we emphasize the tale of the black creation, 
or turn to various other Christian or pagan legends of differ- 
ing character, we can observe one fact eternally present 
wherever apes are known: they are recognized as in some 
manner related to man, or as being deviant men or trans- 
formed men. Naturae degenerantis homo, figura diaboli, 
homo sylvestris—whatever they are named, whatever the 
legend of their relationship to man, they travel down the 
ages with him in a companionship which is inseparable. It is 
as though man had a shadowy companion, a psychological 
Doppelgiinger who had remained in the forest and yet 
lingered along its edge to mock his civilized brother.— 
L. Eiseley, Neanderthal Man and the Dawn of Human 
Paleontology: Part I of a Symposium Commemorating the 
Hundredth Anniversary of the Discovery of Neanderthal 
Man, The Quarterly Review of Biology, December, 1957. 
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Today’s young Air Force physician may anticipate, dur- 
ing his practicing “lifetime,” an extraordinary range of 
medical experience. For as current research becomes 
future practice, his professional development will encom- 
pass aviation medicine, nuclear medicine and, ultimately, 
space medicine. As an Air Force physician he will con- 
tinually be in the foreground of medicine’s newest and 
most promising frontier—the Age of Space. 


The young physician of vision and capability is needed 
by the Air Force to participate in this challenging future. 
To him, the Air Force offers unlimited opportunities 
for advancement, personal satisfaction and professional 
growth. 

If such a challenge and promise interests you, write 
for full information on an Air Force career to: Physician 
Information, Dept. AMA-5, Box 7608, Washington 4, D.C. 


SRP U.S. AIR FORCE MEDICAL SERVICE 
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UTENSIL BY FASCOLE CORPORATION, N.Y. C.— COURTESY N.Y. UNIVERSITY 
MEO. CENTER INSTITUTE OF PHYS. MEO. & REHABILITATION, WN. Y.C. 


ESPECIALLY 


DESIGNED 
WITH THE 


ARTHRITIC 


Kenacort, like this aid for putting on hose, is especially designed for your 
arthritic patient. 


Kenacort exerts its powerful antirheumatic, anti-inflammatory, and anti- 
allergic action in all stages of arthritis and, if used soon enough, may even 
forestall the crippling effects that make the use of such devices as this necessary. 
Accumulated clinical evidence has shown that Kenacort suppresses the rheumatic process.’* For your arthritic 
patient this means increased range of motion and relief from pain and stiffness. 

Kenacort, a halogenated steroid, is often effective when certain other glucocorticoids have failed in the 
treatment of arthritis, asthma, allergies, and dermatoses — 


with a low incidence of gastric disturbance 1.5.89 


without salt and water retention '.3-9 


with no potassium loss 43 


without unnatural psychic stimulation 1.58 


with no adverse effect on blood pressure !.45.7.8 ‘ 


on alow dosage range 58 
Squibb Triamcinolone 


Supply: Scored tablets of 1 mg. and 2 mg.-bottles of 50. Scored tablets of 4 mg.-bottles of 30 and 100. 


1, Hartung, E.F.: J.A.M.A. 167:973 (June 21) 1958. 2. Freyberg, R.H.; Berntsen, C.A., Jr., and Hellman, L.: Arth. & Rheum. /:215 
(June) 1958. 3. Boland, E.W.: Geriatrics 13:190 (March) 1958. 4. Hellman, L., and others: A.M.A. J. Dis. Child. 94:437 (Oct.) 1957. 
5. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: J.A.M.A. 167:959 (June 21) 1958. 6. Feinberg, S.M.; Feinberg, A.R., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 7. Friedlaender, S., and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 1958. 
8. Sherwood, H., and Cooke, R.A.: J. Allergy 28:97 (March) 1957. 9. Dubois, E.L.: J.A.M.A. 167:1590 (July 26) 1958. 


Squibb Quality — the Priceless Ingredient 


®ENACORT IS A SQUIBB TRADEMARK 


70 
a 
ay 
: 
/ 
’ 
ie 
“ 
Squiss |v 
1858 1958 


Basically sound, a community asset, he is too tense and nervous to function at 
maximum efficiency. 

In common anxiety-tension states, BUTISOL® has been found to produce “‘satis- 
factory daytime sedation...with minimal occurrence of untoward reactions.””! 

And BUTISOL does not distort the basic character—it helps the patient adjust to 
the pressures of an uncertain world and function near a normal level of efficiency. 
BUTISOL sodium’ has a predictable, known action 


TABLETS REPEAT-ACTION TABLETS ELIXIR CAPSULES 


1. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


McNEIL LABORATORIES, INC. «© PHILADELPHIA 32, PA. 
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Carnation Company announces 


a new ready-prepared infant formula 


based on the medical preference 


for evaporated milk 


Carnalac is Carnation Evaporated Milk with carbohydrate and Vitamin D 
added. Diluted with water, Carnalac provides the typical 


Carnation Evaporated Milk formula, as usually prepared at home. 


EASY TO SPECIFY-JUST ADD WATER 


New convenience and time-saving for busy doctors and mothers 


NOW~—2 WAYS TO SPECIFY CARNATION EVAPORATED MILK 


~ 
(arnalac 
Re PARE? 
for maximum 
convenience tis flexibility 
EVAPORATED and economy 


MILK 


— 


BOTH PROVIDE THE UNIFORM HIGH QUALITY AND 
PROVEN PERFORMANCE OF CARNATION CVAPORATED MILK 


. bad 
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ANNOUNCING 


a significant 


medical advance 


in peripheral vascular 


disorders 


CYCLOSPAS 


Cyclandelate (3,5,5-Trimethylcyclohexy! Mandelate), lves-Cameron 


e@ Orally effective 
e@ Clinically proved—widely studied 
e@ Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for periph- 


eral vascular diseases—vasospastic and occlusive. By its direct action 
on vascular musculature, CYCLOSPASMOL causes vasodilatation. It, 
therefore, promotes optimal tissue response and healing. 


“The criteria of success were not only the clinical course, but also 
objective symptoms, such as claudication time, healing of extensive 


gangrenous lesions, and skin temperature.””! 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 


Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


IVG Supplied: Tablets, 100 mg., bottles of 100. 
© Comprehensive literature on request. 
IVES-CAMERON 


3. Gillhespy, R. O.: Angiology 7:27, 1956. 4. Winsor, T.: Angiology 4:134, 1953. 5, Reeder, J. J.: 


Philadelphia 1, Pa. Geneesk. gids. 31:370, 1953. 


REFERENCEs: 1. Van Wijk, T. W.: Angiology 4:103, 1953. 2. Gillhespy, R. O.: Brit. M. J. 2:1543, 1957. 
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in over three years of clinical use 
in over 600 clinical studies 


/4 
Se 


FOR RELIEF OF 
AND MUSCLE ‘TENSION 


Select 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Supplied: 400 mg. scored tablet 
ay WALLACE LABORATORIES, New Brt 


- 
cmu-770 


A survey of 1000 women revealed that psychic and psychosomatic factors 
are responsible for most symptoms of premenstrual tension. 
In a one-year placebo-controlled study,’ Miltown 


g relieved both emotional and physical symptoms in 78% of 42 patients. 


w was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 


respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate M. © lt ® 
(Miltown) in premenstrual tension. ] OW } i 
J.A.M.A. 164:638, June 8, 1957. 

meprobamate (Wallace) 


® 
WALLACE LABORATORIES, New Brunswick, N. J. 
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poor substitute for companionship 


Many housewives, when they feel the need for companion- 
ship, ask a friend in for coffee. Others substitute eating. 
Instead of a chat, they take a nibble. The result: overweight. 


‘Dexamyl’ Spansule sustained release capsules can help 
such patients in two ways: 


e provide daylong appetite control— both between meals 
and at mealtimes. 

e relieve the underlying tension and anxiety that so 
often cause overeating. 


Dexamyl* (Dexedrine? plus amobarbital) Spansule* sus- 
tained release capsules are available in two dosage strengths. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for dextro-amphetamine 
sulfate, S.K.F. 
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NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


J.A.M.A., Dec. 6, 1958 


SOCIETY 

AMERICAN MEDICAL ASSOCIATION 
Aero Medical Association. 
American 

Academy for Cerebral 

Academy of Allergy... 

Academy of Der a1 

Academy of General Practice........ 


Academy of Neurology. 


Academy of Ophth. & Otolaryn...... 
Academy of Orthopaedic Surgeons. 
cademy of Pediatrics..... 
‘Acac lemy of Tuberculosis Physicians 
. for the History of Medic’ 
. for the Study of Neeptestie "Diseases 
. for the Surgery of Trauma 
. for Thoracic Surgery 
of Anatomists 
of Blood Banks. : 
. of Genito-Urinary “Surgeons. 
. of Tmmunologists..... 
. Of Medical Clinics 
. of Neuropathologists 
sn. of Obstetricians & Gynecologists 
. of Pathologists & 
of Plastic Surgeons 
. of Railway Surgeons. 
ssn. on Mental Deficiency..... 
Broncho Esophagological Assn.... 
Clinical & Climatological Assn. 
College of Allergists. 
College of Cardiology 
College of Chest Physicians 
College of Gastroenterology 
College of Obstetricians & Gynecologists 
College of Physicians. " 
College of Preventive Medicine. 
College of Radiology 
College of Surgeons. 
Congress of Physical Med, & Reh 
Dermatological Assn. 
Diabetes Assn.. 
Electroce’ Dhalographic “Society. 
Federation for Clinical Research.. 


Fracture Assn. 
Gastroenterological 
Geriatrics Society. 
Goiter Assn 
Gynecological Society 
Heart Assn. 


“Assn... 


Laryngological A: 

Laryng. Rhin. & “Otol. 
Medical Women’s Assn. 
Medical Writers’ Assn.. 
Neurological Assn. 
Ophthalmological 
Orthopedic Assn. 
Orthopsychiatrie 
Otological Societ 

Otorhinologic Society for Plastic Surge 
Pediatric Societ 

*hysicians Art 

*hysiological Society. 

*roctologic Society.. 

Psychiatric Assn. 

Psychosomatic Society... 


Societ 


Jam 
“it Holland T. Jackson, Fort Worth, 
.|Francis M. Forster, BC. 


E. 
J 


.| Vincent W. Archer, Charlottesville, 


...|Donald R. 


‘|Fred W. 
.|Lawrence R. Boies, 


rty, 
Milton. 


PRESIDENT 


Gunnar Gundersen, La Crosse, Wis. 
M. 8. White, Washington, D. 


William J. Green, Boston 15............. 
Max Samter, Oak Park, 

es R. Webster, Chicago 2 % 
ex... 


R. F. Buc 
Le Roy A. Schall, 
H. Reton McCarroll, St. Louis, Mo. 
Stewart H. Clifford, Brookline 46, 
Matico M. Bueno, New Bedford, Mass. 
Owsei Temkin, Baltimore 5 

Roscoe W. Teahan, Philadelphia 

William L. Estes Jr., Bethlehem, Pa. 
Michael E. DeBakey, Houston, vir 
Davenport Hooker, New Haven i 
©. B. Hunter, Washington, D. 
J. A. Taylor, New York 22 
Smadel, Bethesda 14, Md. 
. St. Geme, Los Angeles 

Mich. 


Conn. 


K. Scharenberg, Ann Arbor, 
William F. Mengert, Chicago.. 
Alan R. Moritz, Cleveland 
Bradford Cannon, Boston 
, Chicago 6 

De Prospo, New York 18 
Walter Hoover, Boston 
Johnson McGuire, Cincinnati 
Merle W. Moore, Portland 5, Ore. : 
George W. Calver, Washington, D. C.... 
Burgess L. Gordon, Philadelphia 
C. Wilmer Wirts, Philadelphia 
R. Glenn Craig, San Francisco 
Dwight L. Wilbur, San Francisco 2 
A. Van Volkenburgh, Albany, “a 


William L. Estes, Bethlehem, 
Rose, Kansas City, 
J. Lamar Callaway, Durham, 


a. 
Kan. 


.|Alexander Marble, Boston 15 
w. 


rson, Northampton, Mass.. 
Albert I. Mendeloff, Baltimore 
Cc. McKeever, Texas.. 
J. Barborka, Chicago 11 


Warren H. Cole, Chicago 12.. 


. New York 
Tex. 
. C leveland....... 
Minneapolis. 
Elizabeth 8. Kahler, 
Morris Fishbein, Chic. 
Bernard J. Alpers, Philadelphia’ 9 
Derrick Vail, Chicago. 
C. Leslie Mitchell, Detroit 2. 
Stanislaus Szurek, New York 19............. 
Lurie, Boston 15. 
1 L. Mahoney, Little Rock, Ark. 
week, Stokes Jr., Philadelphia 
R. H. Gwartney, San Bernardino, Calif. 
Hallowell Davis, St. Louis, Mo........ 
Karl Pittsburgh. Pa. 
Franci: y, Chica 


Mass. 


‘|Mr. John D. 


SECRETARY 


F. J. L. Blasingame, 535 N. Dearborn St. Catengs 10. 
T. H. Sutherland, P. 0. Box 26, Marion, Ohio 


Ray Rembolt, Univ. Hosps., Iowa City, Ia.... 
Bram Rose, Royal Victoria Hosp., Montreal, Canada... 
R. R. "er, Mayo Clinic, Rochester, Minn. 
Cahal, Volker Blvd. at Brookside, Kansas 
Joseph M. Foley, Boston City Hosp., Boston 
L. Blaney, 1601 Walnut St., Philadelphia 3..... 
WwW. L Benedict, 15 Second &t., S.W. Rochester, 
Mr. John K. Hart, 116 S. Michigan Ave., 
E. H eereneen. 1801 Hinman Ave., Evanston, Ill. 
Oscar 8. vin, P. O. Box 7011, Denver 6, Colo. 
John B Blake, Smithsonian Institution, Washington 25, D.C. 
Bruce H. Sisler, P. O. Box 268, Gatlinburg, Tenn.. 
William T. Fitts Jr.. 3400 Spruce St., Philadelphia 4 
Hiram T. Langston, 7730 Carondelet Ave., St. Louis 5. 
L. B. Fletner, Univ. of Pa. School of Med., Philadelphia 4 
John B. Alsever. 1211 W. Washington, Phoenix, Ariz...... 
William J Engel, 2020 E. 93rd St., Cleveland 6 
Caldron Ho 630 W. 168th St., New York 32 
Joseph B. 184 N. Washington Marion, Ind. 
Leon Roizin 722 W. 168th St., New York 32 
E. Stewart Taylor, 4200 East 9th Ave., Denver 20 
Russell L. Holman, 1542 Tulane Ave., New Orleans 12, La. 
Herbert Conway, 525 E. 68th St., New York 21 
Chester C. Guy, 5800 Stony Island Ave., Mgr 37 
Neil A. Dayton. P. O. Box 96, Willimantic, Con 
F. Johnson Putney, 1719 Rittenhouse Square, Phiiadeiphia 
Marshal N, Fulton, 124 Waterman St., Providence 6, R. I. 
M. Colema. Harris, 450 Sutter St., San Francisco. 
Philip Reichert, 480 Park Ave., New York 22 
Mr. Murray Kornfeld, 112 E. Chestnut St., a andl 11. 
Daniel Weiss, 33 W. 60th St., New York - ee 
< Ullery, 15 S. Clark St., Chicago 
R. Loveland, 4200 Pine’ St., Philadelphia 
John . Wright, P. 0. Box 1267, Chapel Hill, N. ¢ 
Mr. W. C. Stronach, 20 N. Wacker Dr., Chicago 8: 
Michael L. Mason, 40 E. Erie St., Chicago 11 
Frances Baker, One Tilton St., San Mateo, Calif. 
Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla. 
E. Paul Sheridan, 1 East 45th St.. New York 17 
Jerome Merlis, Univ. Hosp., Baltimore 1 
Georgetown Univ. Hosp., 


Minn.. 
Chicago 3 


Washing 
ion 

H. W Wwellmeriing, 610 Grieshelm Bidg., 
J. Ingelfinger, 65 E. Newton St., Boston 

Richard J whe gery 2907 Post Rd., Warwick, R. I 

J. C. McClintock, 149% Washington — ps Albany 10, N. Y. 

A. A. Marchetti, 3800 Reservoir Rd. , Washington 7, D.C. 

Brundage, 44 E 3rd St..’ New York 1 

Division St., 


Bloomington, Ill 


Edwin L. Crosby, 


1790 
Philadelphia ‘4. 
New York 19 
Oak Park, 
New York 19 
ital, Minneapolis 14. 
Roslyn Heights, N. Y 
N.W., Washington 8, D.C. 
New York 
Washington 14, D. C. 
Detroit 1 


as 
Miss Lillian T. Majally, 
Harold Swanberg, 510 Maine St., 
Charles Rupp, 133 South 36th 8t., 
M. C. Wheeler, 30 W. 59th St., 
Lee Ramsay Straub, 715 Lake St., 
Marion F. Langer, 1790 Broadway 


G. G 75 Barberry Lane, 

2800 Quebec St., 

son, 7 E. 78th St., 

, 9650 Wisconsin Ave., 
. 10 Peterboro St., 

156 Westminster Ave., 


D. } 
H. Hardin Branch, 


lake City 


Merten F. Reiser, 265 Nassau Rd., Roosevelt, 


Feb. 9- 


Chicago, 
... |Chicago, 


..|Chicago, 


MEETING 
Atlantic City, N. J., June 8-13 
Los Angeles, Apr. 27-39 


11 
Dec. 6-11 
San Francisco, Apr. 6-9 
Los Angeles, Apr. 13-18 
Boston, Feb. 4-13 

Oct. 12-17 
Jan. 24-29 


Chicago, 


Atlantic City, N. J., June 6 
Cleveland, May 21-23 


Los Angeles, an 21-23 
Seattle, Apr. 1-3 


pr. 15-17 
24 Apr. 13-17 


Absecon, N 
Atlantic City, N 
Sept 


Boston, Apr. 23-25 
May 22-24 
16-18 


Jallas, Tex., 
Chicago, Apr. 


15- 


29 


San Francisco, Mar. 20 


Philadelphia, May 26 


Atlantic City, 
Chicago, Apr. 


Feb. 


N. J., Apr. 5 


6-7 


N. J., June 1-4 
N. J., June 6-7 
N. J., June 11-14 


N. J., May 3 


Atlantic City, N. J., June 5-6 
Atlantic City, N. J., June 4-5 
Chicago, Apr. 30-May 2 

Hot Springs, Va., May 21-23 


Atlantic City, 
Atlantic City, 
Atlantic City, 


Atlantic City, 


Hot Springs, Va., Mar. 8-9 


Bt. Louis, Oct. 2-3 
Atlantic City, N. J., June 15-17 
Hot Springs, Va., May 28-30 
Lake Placid, N. ¥., June 15-18 
San Francisco, Mar, 30-Apr. 1 
Springs, Va., Mar. 13-14 
Chicago, Oct. 12 
Buck Hill Falls, 


Atlantic City, N. J., 
Atlantic City, N. J., 

P hiladelphia, Apr. 
Atlantic City, N. J.. 


Pa., May 6-8 
Apr. 12-16 
June 15-18 
May | 
May 2-3 
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8-12 Hour Cough Control with a Single Dose 


A ‘Strasionic’ Antitussive + Dihydrocodeinone Resin —Phenyltoloxamine Resin 


Stop Useless Debilitating Cough of 


Postnasal drip Pulmonary TB 


Acute respiratory infections 


Chronic sinusitis Bronchiectasis Pulmonary TB with cold 
Pharyngitis Bronchogenic carcinoma Cigarette hack 
Bronchitis Cardiac decompensation Measies 


Natural Protection of Cough Mechanism 
Not Impaired 


Over 12,000 Clinical Observations Demonstrate 
Effectiveness 


(1) Chan, Y.T. and Hays, E.E., The American Journal of the Medical 
Sciences, August 1957; 


(2) Townsend, E.H., Jr., The New England Journal of Medicine, 
January 9, 1958; 


(3) Cass, Leo J. and Frederik, W.S., Annais of Internal Medicine, 
July 1958. 


Adults: 


TUSSIONEX ° 1 tsp. or tabletq 12h 
id 
liqu Children: 
SIX GAY year....... Vs teaspoon q 12h 
supPpty Over 5 years ....... 1 teaspoongq 12h 


Each teaspoonful (5c.c.) or tablet Tussionex provides 5 mg. 
dihydrocodeinone and 10 mg. phenyltoloxamine as resin complexes 


Rx only. Class B taxable narcotic. 


12 TUSSIONEX® tablets... 
a six day supply 


For Literature, Write (* 


STRASENBURGH 


Origi s of ‘Strasi tained ionic) Release 


R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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“This substance [Vitamin K,] 
has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K;... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’ 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg: initially; 15 to 25 
.aimhng. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 
emergencies, 10 to 50 mg.; may be repeated as indi@ated by prothrombin time 
Yesponse. (Some clinicians advise their patients to Keep a supply of tablets on 

hand at all times; if gross bleeding occurs, the patient@ are instructed to take 

10 mg. and phone the doctor.) 


_Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each k-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician's bag for emergency use. 


&> MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., Inc 


1, Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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Dimetane 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs® (12 mg.), Tablets (4 mg.), Elixir (2 mg./5 cc.), new Dimetane Injectable 
(10 mg./cc.) or new Dimetane Injectable (100 mg./cc.). A. H. Robins Co., [Robins] 


Inc., Richmond go, Virginia/ Ethical Pharmaceuticals of Merit Since 1878 7% 
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TERFONYL 


Squibb Triple Sulfas 


ins & Sons, New You 


a well tolerated, highly soluble 
sulfonamide preparation 


therapeutically established for 
your clinical use 


For many urinary, respiratory and other bacterial infections... 


..-you’ll find Terfony] a drug of choice because of its high 
degree of efficacy, maximum safety and wide patient ac- 
ceptability. To date, physicians have prescribed Terfonyl 
for millions of patients with excellent results. 


Advantages of Terfonyl 


® clinically proved in millions of patients 

= provides effective sulfonamide therapy with minimal risk 

® highly soluble at the pH range of the kidneys 

® wide antibacterial spectrum—including gram positive and 
gram negative organisms 

® produces rapid, high blood levels 

® economical 


Supply 
Tablets, 0.5 Gm., bottles of 100 and 1000. Raspberry-fla- 
vored Suspension, 0.5 Gm. per teaspoonful (5 cc.), pint 
bottles. 


SQUIBB 
Squibb Quality—the Priceless Ingredient 


*TERFONYL'@ 1S A SQUIBB TRADEMARK, 


4 
SQUIBB 


In Virtually Every Diet ' 


Auruorrrative diet manuals list Enriched 


Bread as appropriate for each meal in virtually 


all therapeutic diets, including restricted fiber, 


bland, low-fat, low-cholesterol, purine-free, high 


protein, high caloric, and low caloric diets. 


The many advantages of Enriched Bread qual- 


ify it as appropriate for every meal from child- 


hood through senescence, in health and disease. 


is an effective provider of tissue- 
building protein, readily avail- 


able energy, important B vitamins 


(thiamine, riboflavin, niacin, pan- 


tothenic acid, choline, folic acid, 


and other B-complex factors), 


iron, and calcium. 


The delicate flavor and pleasant taste of 
Enriched Bread make it compatible with 
so many other foods which complement 
bread’s contribution to sound nutrition. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive Chicago 6, Illinois 
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ASTHMA CONTROLLED WITH S TER O TRIt 


| NEW RELEAPE | 


L. B., 29, executive secretary to steel mill 
ig years' duration, acute attack 
on STEROTRIL: typical wheezing ond 
r y impro Oughing ; 
proved on first day, totally ; 


asymptomatic and able to r 
STEROTRIL maintenance cacti to work on third day. Continued on 


ASTHMA AND ALL SEVERE RESPIRATORY ALLERGIES q 
AGGRAVATED BY ANXIETY T ROT RI 
RESPOND VERY WELL TO A; | 


STEROTRIL* Tablets, 2.5 mé, METICORTEN® (prednisone) and 2 mg. TRILAFON" (perphenazine) ; bottles of and 100. 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 
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CLINICAL all Staph 
RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
7a aureus and Staph. albus. Tao has its greatest 
* usefulness against organisms such as: staphy- 
: i lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
: mococci, gohococci, Hemophiius influenzae. 


(brand of triacetyloleandomycin with glyCOSAmine) 


Capsules / Oral Suspension 


Per cent of “antibiotic-resistant” epidemic 


CS LHE a to Tao, on 
effective 
control 


% of Cultures Susceptible 
to 3.12 mcg./mi. or less 


COMMON 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 
(20 out of 217) (1 out of 167) 


Skin rash —1.4% Skin rash — none 
(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 


7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 


infections 


stability in gastric acid + rapid, high and sustained blood lev- 


els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 
science ; : Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 

Division Chas. Pfizer & Co., TME WORLD'S Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
WELL-SEING (5 cc.) when reconstituted; unusually palatable cherry flavor; 
ss i 2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 

(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 

(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 

1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 

Medical Encyclopedia, Inc., 1958, p. 476. 
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ARTH CONTROLLED WITH STEROTRIL 


> 


worried about possible loss of earning power; Rx STEROTRIL, 2 tablets 


: i nd swelling under good 
ICORTEN, 2.5 mg. q.i.d.; pain a . 
et or behanid day, totally controlled on fifth day; continued on 


STEROTRIL, 4 tablets q.i.d.; METICORTEN discontinued. 


RHEUMATOID ARTHRITIS AND ALL ANXTETY COMPLICATED. 
RHEUMATIC DISORDERS 


RESPOND VERY WELL To STE ROTRI L 


| 
STEROTRIL* Tablets, 2.5 mg. METICORTEN® (prednisone) and 2 mg. TRILAFON® (perphenazine) ; bottles of 30 ana 100. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY } 
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oF J. Y., 68, night watchman; rheumatoid arthritis of 6 years' duration, <€ 
. sudden flare-up of inflammation of joints in lower extremities; very ! 
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me FOR ANGINA PECTORIS 
AND INTERMITTENT CLAUDICATION 


“DRAMATIC” 
INCREASE 
BLOOD 


PETN (pentaerythritol tetranitrate) and ATARAX ® (brand ot hydroxyzine) 


Relief of pain with PETN, one of “the most effective drugs cur- 
rently available for prolonged prophylactic treatment of angina 
pectoris.” 

Relief of tension. ATARAX breaks down the pain-fear complex that 
can trigger an attack — provides added antiarrhythmic?® and non- 
hypotensive effects. 


“more than just a nitrate vasodilating activity.”* The combina- 
tion, CARTRAX, increases blood flow “in the larger arteries as well 
as in the smaller vessels. ...” Angina patients get greater vasodi- 
lation than with one drug alone. 


clinical success in 88% of 42 patients “with electrocardiographic 
evidence of coronary artery disease, all of whom suffered from 
anginal attacks.” 

1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 2. Samuels, S. S.: Angiology 


9:245 (Aug.) 1958. 3. Burrell, Z. L., et al.: Am. J. Cardiol. 1:624 (May) 1958. 
4. Samuels, S. S.: Angiology, in press. 5. Ende, M.: To be published. 


Dosage and Supplied: Begin with 1 to 2 yellow carTrax “10” tablets 
(10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. When indicated this 
may be increased by switching to pink CARTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). For convenience, write “CARTRAX 10” or “CARTRAX 
20.” In bottles of 100. 


CARTRAX should be taken 30 to 60 minutes before meals, on a continuous 
dosage schedule. Use pETN preparations with caution in glaucoma. 
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WHY RISK DELAYED RECOVERY 
FROM 


INFECTIONS 


Urinary tract infections, due to staphylococci or proteus (resistant or 
otherwise), may not respond to commonly-used antimicrobial agents 
except CATHOMYCIN (novobiocin). CATHOMYCIN has a long, estab- 
lished record* of effectiveness against organisms resistant to most other 
antibiotics. It may be administered in combination with sulfonamides 
or with other antibiotics, to provide a broad spectrum of action and to 
delay the emergence of resistant strains. 


Especially useful for those hard-to-treat urinary tract infections, even 
those complicated by resistant staphylococci or resistant proteus, 
CATHOMYCIN is rapidly absorbed—producing therapeutic blood levels 
with a duration of 12 hours or more. It is generally well tolerated and 
there is no evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, postoperative wound infections and other NOVOBIOCIN 
serious staph infections. 


SYRUP 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 


*Complete bibliography available on request. 


For Parenteral Therapy LYOVAC® CATHOMYCIN 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. 


CAPSULES 


‘ 


a Clinically confirmed 
in over 2,500 
documented 
case histories*” 


“Depro 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


restores natural sleep 
® reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-owxidase inhibitors 


& does not adversely affect blood pressure 
or sexual function 


causes no excessive elation 
& produces no liver toxicity 
& does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 


TrRace- MARK 


& does not cause insomnia 

& produces no amphetamine-like jitteriness 
& does not depress appetite 

> has no depression-producing aftereffects 


® can be used freely in hypertension and 
in unstable personalities 


by hi 


d with benactyzi 


(2 A thy! 


Dosage: Usual start- 
ing dose is 1 tablet 
q.i.d. When necessary, 
this dose may be grad- 
ually increased up to 
3 tablets q.i.d. 


Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
chloride (benactyzine 
HCl). 


Supplied: Bottles of 
50 scored tablets. 


1. Alexander, L.: Chemotherapy of dep Use of 


hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 


Literature and samples on request (y° WALLACE LABORATORIES, New Brunswick, N. J. 
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House call: agitation 


The acutely excited patient can be quickly calmed when SPARINE 

is on hand in the physician’s bag. In both medical and mental 
emergencies, SPARINE quiets hyperactivity, encourages cooperation, and 
simplifies difficult management. 


SPARINE gives prompt control by parenteral injection and effective maintenance 
by the intramuscular or oral route. It is well tolerated. 


Comprehensive literature supplied on request 


Sp arine HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


Philadelphia 1, Pa. 
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from a subile chemical change 
...@ Striking clinical difference 


assures a decisive response 
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A striking clinical difference in antibiotic therapy 


... from a subtle chemical change. Chemically, Ilosone is a propiony! ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A decisive response is assured in almost every common bacterial infection. Ilosone is decisively 
effective against both gram-positive and many gram-negative organisms (with the notable exception 
of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed on the 
preceding pages. ) 


A new potent ‘-mycin’”’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Ilosone assures unsurpassed freedom from toxicity, allergic reactions, and 
side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 
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MEPROBAMATE ADDICTION 


Linn J. Boyd, M.D., Leonard Cammer, M.D., Michael G. Mulinos, M.D., Victor F. Huppert, M.D. 
and 


Harvey Hammer, A.B., New York 


STUDY OF THE long-term administration 


of meprobamate (Miltown) was under- 
taken, with special attention to symptoms 


observed on sudden withdrawal of the 
medication. This approach was used because me- 
probamate is commonly prescribed for daily use 
over long periods, because such chronic administra- 
tion of drugs acting on the central nervous system 
may induce dependence, and because few  well- 
controlled series of observations had been made 
with meprobamate as the sole medicament. 


Plan of Study 


With use of a double-blind technique, 90 patients, 
equally divided as to sex, were chosen from four 
wards at Bird S$. Coler Hospital; 30 male and 30 
female patients each received a capsule containing 
400 mg. of meprobamate three times a day, and 
15 male and 15 female patients were given a place- 
bo capsule, physically indistinguishable from the 
meprobamate capsule. Each of the four groups was 
contained in a separate ward. 

The subjects selected for this study were elderly 
patients, most of them ambulant, with common 
geriatric problems, who had been hospitalized pri- 
marily tor custodial care. Their daily behavioral 
patterns, sleeping and eating habits, and emotional 
make-ups were well established and known to the 
nurses and attendants, making even minor devia- 
tions in reactions quickly recognizable. 


Despite prolonged use of clinically effective 
doses of meprobamate, no evidence of de- 
pendence, physical or psychic, manifested it- 
self on sudden withdrawal of the drug and 
substitution of a placebo. The patients studied 
were elderly, and their reactions to central 
nervous system depressants were expected to 
be somewhat exaggerated. Dependence or 
habituation is not predicated solely on the 
prolonged administration of clinically effec- 
tive doses. The personality of the subject, his 
previous drug history, and the size of the dose 
are important deciding factors in the develop- 
ment of addiction. The elimination of exces- 
sive anxiety, insomnia, or depression may be 
considered as a proper indication for the use 
of either stimulants or depressants. However, 
the sense of well-being engendered by these 
drugs may lead to their use far beyond the 
period necessary for the obtaining of symp- 
tomatic relief. 


Prior to the start of the study, each patient's per- 
sonal history was reviewed thoroughly, psychiatric 
and neurological examinations were made in order 
to establish a norm for each patient, and eating and 
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(2), paralysis agitans (3), cerebral complications 
(3), and miscellaneous benign conditions or opera- 


sleeping habits and daily behavioral patterns were 
approximately quantitated and recorded. All un- 


toward symptoms reported by the patients or any tions (5). 
signs observed by the attendants were recorded Side-effects.—Table 2 shows the various com- 
daily, regardless of their apparent connection with plaints or medical conditions reported or observed 
the medication. Where occasional side-effects were during the study. These data were obtained from 
severe enough to suggest an association with the the nurses’ detailed notes and from questions asked 
medication, placebos were substituted for the me- of the staff and patients by the responsible physi- 
probamate. After a short period of time, it was cian. Because there was no way of determining ac- 
usually possible to resume medication. In addition, curately the origin of the symptoms, these were re- 
all previous medication affecting sleep or central corded without regard to any apparent cause. It 
nervous system functions was discontinued, and the was felt that, in a double-blind, controlled study 
patient reassured as to the significance of the such as this, symptoms not specifically due to the . 
change. Except for these preliminary steps, each medication would occur with equal frequency in 
patient pursued his regular routine and was given both the meprobamate and the placebo groups. 
no indication that a special study was being con- It is evident that the percentile amount of com- 
ducted. plaints was about the same in all groups, if we do : 
At the end of an eight-week period in prepara- not include the symptoms induced by the pharma- 
tion for the observance of any withdrawal symp- cological activity of meprobamate (depression of 
toms, the meprobamate group was switched to the the central nervous system). Gastrointestinal up- 
placebo for an additional two weeks. This step sets were about the same in the treated and un- 
eliminated possible psychological disturbances re- treated groups. Rashes appeared in four patients of 
ferable to a change in the medication or to its the treated group; one case was diagnosed as a pos- 


abrupt discontinuance. The placebo group, compa- sible drug reaction by the consulting dermatologist. 


TaBLE 1.—Comparative Data on All Subjects in Meprobamate Habituation Study 


Vital Statisties 


Weight, Lb Disease, No 
Age, Yr Initial Final Senile 
Treatment* Patients Sex Av. Range Av. Range AV Range vascular Skeletalt Other 
0) M 74 51-88 152 (04 148 89-199 19 5 6 
30 F 76 W-95 137 91-293 135 0-285 5 9 6 
15 M 74 54-86 M45 92-186 143 92-186 7 5 8 
48-92 132 101-207 133 103-207 11 


*M-P = meprobamate for eight weeks, followed without interruption by placebo for two weeks. P = placebo alone for 10 weeks 
+ Includes fractures, osteoarthritis 


rable to the test group as to age, sex, environmental Rashes also appeared in four cases of the placebo 
distribution, and previous medical status, was group. All rashes disappeared spontaneously, with- 
treated concomitantly for 10 weeks without inter- out discontinuance of treatment. 
ruption. 

Results TABLE 2.—Summary of Complaints and Reactions in 


Meprobamate Habituation Study® 


The data are summarized in the tables. Because 


N of Type of ¢ slaint} 
the patients were elderly (average age 75, table 1), 
sants were expected to be somewhat exaggerated, F 3% 1 ; 5 6 
and for this reason a close watch was kept for re- Po seeeees MU 4 4 1 0 1 9 60 
F 1 0 4 1 10 66 
actions due to overdosage, such as dizziness, som- 
Totals .. 16 8 18 12 19 51 57 


nolence, staggering, and falling. (It may here be ; 
emphasized that these patients had not presented 


* Exelusive of inerease in diurnal dozing or drowsiness. No patients 
had withdrawal symptoms 


symptomatic indications requiring medication of iol OLB = meprobamate, eight weeks; placebo, two weeks. P = placebo, 
the type represented by meprobamate. ) t Some patients had symptoms in more than one category 
It is seen from table 1 that more than half of the i ee me ‘i 

patients had cardiovascular disorders associated 

with senility, while about one-quarter suffered from Symptoms referable to the central nervous system 

skeletal defects, most of which were fractures, pre- are shown in table 2. These were dizziness, head- 

sumably due to previous falls. The conditions of ache, mental confusion, increased nervousness, fuss 

the remainder had been diagnosed as follows: dia- ing, crying, and others. The other symptoms, too 


betes (1), multiple sclerosis (2), herniorrhaphy numerous and minor to mention, occurred about 


a 
- 
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equally in the two groups. The number of falls re- 
corded was greater in the treated than in the un- 
treated group. This was interpreted as being due, 
in large part, to an overdosage reaction to the mep- 
robamate and as indicating that the daily dose of 
1,200 mg. was having its full effects. Of 11 patients 
in the meprobamate group for whom falls were re- 
corded, two had had falls previously. Three of the 
remaining nine patients fell only once, despite con- 
tinued medication; therefore, these falls were con- 
sidered as accidental. One other patient fell again 
two weeks after discontinuance of therapy, suggest- 
ing that the fall could be only casually related to 
the medication. For these reasons, it is felt that 
only 5 of the 11 patients who fell while receiving 
meprobamate did so because of the central nervous 
system effects of the drug. 

Behavior and Sleep Patterns.—The data summar- 
ized in table 3 are indicative of the proper pharma- 
cological action of meprobamate as a_ central 
nervous system depressant. It appears that the me- 
probamate regimen did not interfere with appetite 
or increase inordinately the daytime dozing and 
drowsiness normally displayed by many of these 
elderly patients. 
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been stopped and, therefore, was spared the ordi- 
nary “fuss and bother” symptoms likely to occur 
whenever chronically administered medication is 
suddenly withdrawn. The histories of the two pa- 
tients whose symptoms could possibly be inter- 
preted as due to withdrawal of the drug are re- 
viewed here. 
Report of Cases 


Case 1.—An alert man, aged 74, weighing 161 Ib. (73 kg.), 
was hospitalized because of a fracture of the neck of the 
femur. He was ambulant, and he ate and slept well. His 
blood pressure was 120/80 mm. Hg, and it remained un- 
changed during the period of observation. Prior to taking 
the test dosage of meprobamate, he had been receiving APC 
tablets for pain in his hip. 

During meprobamate therapy, his appetite continued to 
be good and he slept better at night, with some increase 
in diurnal drowsiness and dozing. After two weeks of treat- 
ment, he developed a low-grade fever and muscle aches 
and a diagnosis of virus infection was made. He appeared 
tired and weak; meprobamate therapy was discontinued 
The next day, while trying to get out of bed, he fell once 
but sustained no injury. One week after his fever subsided, 
meprobamate therapy was reinstituted; it was continued for 
a month. He became progressively depressed, confused, and 
weak. Meprobamate was again withdrawn, this time only 
four days prior to its withdrawal in the group as a whole 
He remained tired and confused during the first week of 


During Meprobamate Habituation Study 


Diurnal Beh 


Appetite, No.t 


avior Sleep Patterns 


Increased Increased Improved No Change, No.+ 
Dozing, Drowsiness, 

No No No G P 
4 7 4 


15 


*M-P 


+ (—good F—fair: P poor 


meprobamate 


Sixty-four per cent of the patients receiving mep- 
robamate reported that they slept better at night, 
compared to an improvement of only 28% in the 
placebo group. 

Withdrawal Symptoms.—There were two patients, 
one man and one woman, whose temporary restless- 
ness after meprobamate medication was stopped 
was such that it might possibly be ascribed to with- 
drawal of the medicament. However, during the 
study, such symptoms occurred in both the place- 
bo and meprobamate groups. Obviously, withdraw- 
al symptoms would not occur in the placebo group. 

The actual “interpretation” of the symptoms was 
made from the data charts submitted for analysis 
and with full knowledge of the identity of the 
groups. It was deemed desirable to allow this slight 
adverse bias, because the burden of proof regard- 
ing lack of development of dependency would rest 
with the meprobamate medication. It is here 
stressed again that the purpose of this investigation 
was a search for the occurrence of symptoms point- 
ing to the establishment of dependency. The pa- 
tient had no way of knowing that the drug had 


eight weeks; placebo, two weeks. P=placebo, 


) weeks 


receiving the placebo capsules, and during the second week 
he developed a slight tremor and appeared somewhat de- 
pressed. However, his symptoms were not significantly worse 
than those which appeared in some patients in the placebo 
group; they are recorded as possibly being in the “with- 
drawal” category because of the nature of this study 


Case 2.—A woman, 74 years of age, weighing 151 Ib 
(68.5 kg.), was hospitalized for custodial care, with a 
routine diagnosis of arteriosclerotic heart disease. Her initial 
blood pressure of 182/86 mm. Hg dropped to 158/68 mm 
Hg at the end of the study. She was classified as neurotic 
and a chronic complainer. She had vague gastrointestinal 
symptoms, abdominal “pains,” gas, anorexia, and occasional 
nausea. Her complaints continued during treatment with 
meprobamate, but she slept better at night and dozed more 
during the day. 

After the change from meprobamate to the placebo, she 
continued her complaints but, in addition, stated that she 
had symptoms of palpitation and “jumpy stomach.” In view 
of her gastrointestinal history, we believe that the nebulous 
complaints were not withdrawal symptoms but persistence 
of her previous pattern, possibly aggravated by the fact that 
she was not given therapy with magnesium trisilicate and 
aluminum hydroxide (Gelusil) as freely as before because 
of instructions to discontinue all previous medication. How- 
ever, in accordance with the purpose of this study, we 
describe this case in detail as remotely suggesting with- 
drawal symptoms. 


: 
No. of 
lreatment* Sex Patients i 
G F P 
M-P M 30 9 
M-P ‘ F 30 TD 60 4 
P M 15 13 3 11 1 
F 14 ) 1 3 2 24 8 2 


Comment 


Many authorities have expressed the view that all 
drugs which are used therapeutically as central 
sedatives to promote sleep or to relieve anxiety may 
be habit-forming. This applies equally to central 
stimulants or euphoriants. With both tvpes of drug, 
the essential factor, presumably, is the improve- 
ment in the sense of the well-being elicited by such 
drugs and the patient’s desire to continue in this 
anxiety-free state. 

The elimination of excessive anxiety, insomnia, 
or depression may be considered as a proper indi- 
cation for the use of these two types of drug. How- 
ever, the sense of well-being engendered by these 
drugs may lead to their use far beyond the period 
necessary for the obtaining of symptomatic relief. 

Excessive administration of these drugs may re- 
sult in physical dependence and the development 
of addiction,’ characteristic of the use of barbitu- 
rates.” However, dependence or habituation is not 
predicated solely on the prolonged administration 
of clinically effective doses. The personality of the 
subject, his previous drug history, and the size of 
the dose are important deciding factors in the de- 
velopment of addiction. 

The Seventh Report of the Expert Committee on 
Addiction-Producing Drugs of the World Health 
Organization takes the view that tranquilizers, al- 
though widely diverse in their chemical character- 
istics, must be classed as potentially habit-forming, 
because of their similar central sedative action. In 
addition, the occurrence of a characteristic with- 
drawal syndrome under conditions of excessive use 
has been regarded as indicative of a type of physi- 
cal dependence similar to that with barbiturates, 
so that these drugs should be subjected to national 
control. 

In considering the classification to which mepro- 
bamate belongs within the above definitions, much 
has been made of the clinical observations of Le- 
mere, to the effect that “a psychological depend- 
ency on the drug is also undoubtedly created in 
certain patients.” The ordinary use of meprobamate 
had led to overdosage in 13 of over 600 patients to 
whom Lemere administered it. Only in one patient, 
taking 16 tablets (6,400 mg.) of meprobamate 
daily for a month, were there severe symptoms 
(convulsions ) from sudden withdrawal. Such doses 
were very high indeed, and the absence of with- 
drawal symptoms in the remainder of Lemere’s pa- 
tients who had been on prolonged therapy with 
effective daily doses may mean that the critical 
dose level for the development of meprobamate 
dependency is high and far beyond that used clin- 
ically. 

In a previous study, Lemere* had stated that 
meprobamate was not habit-forming. It was with 
further clinical experience * that he was led to be- 
lieve that this was not always the case. This further 
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experience was derived from abuse of the drug by 
certain patients, but ordinary clinical doses were 
not implicated. Our data are in complete agreement 
with his as to the lack of addiction or dependency 
from ordinary clinical doses of meprobamate. 

The findings obtained in our study are consistent 
with the view that effective daily doses of mepro- 
bamate in a group of 60 elderly patients did not re- 
sult in either habituation or psychic or physical de- 
pendence. There was no desire or compulsion to 
continue to take the drug or to increase the dose, 
despite the fact that 400 mg. three times a day 
resulted in symptoms of overdosage and the drug 
had to be temporarily discontinued in several pa- 
tients. 

However, the virtual lack of symptoms of psychic 
dependence in this group may have been due to 
the fact that these patients had no psychic need for 
the meprobamate in the first place and, therefore, 
its abrupt withdrawal was not accompanied by the 
sudden release of neuropsychiatric symptoms in 
need of sedation. We interpret the lack of with- 
drawal symptoms as a failure of the meprobamate 
to induce psychic dependence or a craving for con- 
tinued medication, in the manner of the barbitu- 
rates. 

If meprobamate is capable of eliciting these 
symptoms, it must do so with larger doses given 
over longer periods, or only in certain individuals. 
The doses used in this study were evidently well 
below the critical dosage level described by Fraser * 
for barbiturates, above which definite addiction can 
occur, but under which “a clinically significant de- 
gree of physical dependence” does not take place. 

Stough ° observed two convulsive seizures among 
49 patients in the Oklahoma State Prison on abrupt 
withdrawal of meprobamate. His patients were 
given from 3,200 to 6,400 mg. daily for four weeks 
prior to substitution of the meprobamate with pla- 
cebos. Within 24 to 36 hours after withdrawal of 
meprobamate, the symptoms of which these pa- 
tients formerly complained returned. However, 
none showed any compulsive desire to continue 
the medication. 

Later, 39 of these patients, supplemented by 
11 new ones, were divided into two equal groups. 
One group received up to 1,200 mg. daily of mepro- 
bamate for five weeks. The second group received 
a gradually increased dose of meprobamate, until 
2,400 mg. daily was being administered during the 
last two of six weeks of medication. At the end of 
five weeks, medication was reduced gradually, 
placebos being substituted for the meprobamate. 
An absence of severe withdrawal symptoms was 
ascribed to the week-long, gradual withdrawal pe- 
riod, although in our patients, receiving 1,200 mg. 
per day for eight weeks, there was no evidence of 
symptoms from abrupt withdrawal. However, it 
would appear desirable to withdraw meprobamate 
gradually, especially if the dosage is large and the 
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treatment prolonged. Our results are in agreement 
with Stough’s: no true habituation develops from 
the daily use of meprobamate. 

Meprobamate does not have cumulative effects, 
because it is rapidly excreted or metabolized. As 
its administration was continued, some patients be- 
came more depressed, dozed more frequently, and 
began to stumble and fall. This suggested that 
no tolerance developed, but, on the contrary, as 
Lemere * indicated, that continued medication de- 
creased the amounts needed to produce the same 
reaction. 

Similar results were reported by Tucker and 
Wilensky '” during the clinical evaluation of mepro- 
bamate therapy in chronic schizophrenic patients. 
The doses used were large (up to 1,200 mg. three 
times a day) but elicited no inordinate depression, 
dozing, stumbling, or other side-effects, except for 
some transient gastric distress. On abrupt with- 
drawal of the drug, solitary grand mal seizures 
occurred in two of their patients. This, as well as 
other less serious signs of withdrawal, led them 
to suggest the need for gradual reduction of the 
dosage after the prolonged use of large amounts 
of the drug. 

Summary 


A controlled study was undertaken to determine 
the habit-forming propensities of meprobamate 
(Miltown). Sixty patients received 400 mg. three 
times a day, for eight weeks, and 30 patients re- 
ceived a placebo. The patients were elderly, under 
custodial care at a large city institution, and not 
in need of this type of medication. They were 
equally divided as to sex and clinical conditions. 

Except for the tranquilizing effects induced by 
meprobamate and increased sleep and diurnal doz 
ing due to it, there was no difference in the reac- 


HE PROBLEM OF SYPHILIS TODAY.—The disease is by no means eradicat- 
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tions of these patients when compared to those of 
the placebo controls. Despite prolonged use of 
clinically effective doses of meprobamate, no evi- 
dence of dependence, physical or psychic, mani- 
fested itself on sudden withdrawal of the drug and 
substitution of the placebo. 

It is concluded that the dosage of meprobamate 
given, 400 mg. three time a day for eight weeks, 
was below any critical level that may be neces- 
sary for the development of dependency or addic- 
tion. This conclusion is consistent with observa- 
tions of others that the occasional occurrence of 
withdrawal symptoms is associated with the use 
of very large doses of meprobamate and that ordi- 
nary clinical doses do not cause habituation. 


260 Madison Ave. (16) (Dr. Mulinos ). 


The meprobamate used in this study was supplied as 
Miltown through the courtesy of Dr. F. M. Berger of 
Wallace Laboratories, New Brunswick, N. J. 
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ed, and physicians and public health officials must be ever alert to the possi- 


bility that syphilis may still produce disability, financial ruin, dementia, and 
death. . . . Rein stated that syphilis is on the rise again. A Public Health Report esti- 


mated that 1,921,000 persons in the United States have syphilis requiring treatment. 


Many states and large cities find their venereal disease appropriations inadequate to 


permit an effective and progressive program. Of major concern is the fact that high 


rates for primary, secondary, and early latent syphilis are in the age group of 15 to 
19, reaching a peak at the 20- to 24-year group, Rapidly declining rates over the past 
several years have prompted the optimistic demobilization of venereal disease control 


forces, reassignments of personnel and reduction of case findings, and reduction of 


diagnostic and treatment facilities, leaving many areas without means to discover 


cases or to combat sudden outbreaks. Rein . . . 


stated that as physicians “we have the 


diagnostic tools and the therapeutic agents to control and even eradicate syphilis. 


But we are failing because of our own complacency about the disease, because of 
neglected educational programs, especially for the teenagers, and because of lack of 
interest or funds to find and treat the affected persons."—Herman Beerman, M.D., 


The Problem of Syphilis Today, A. M. A. Archives of Dermatology, August, 1958. 
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OCCUPATIONAL DISEASES—DIAGNOSIS AND PROPER METHOD 
OF REPORTING 


Rutherford T. Johnstone, M.D., Los Angeles 


The law requires that the physician report speci- 
fied communicable diseases to his local health offi- 
cer. The statistics thus derived approach a high 
degree of reliability. This is due to the fact that by 
education and experience the physician learns well 
the signs and symptoms of those diseases common 
to the community. Likewise, in reporting a commu- 
nicable disease a physician is impelled to be accu- 
rate in his diagnosis, because (1) he senses the seri- 
ousness of his obligation to the law, (2) he fears that 
an error on his part will force unnecessary restric- 
tions and impositions upon the patient, and (3) an 
erroneous diagnosis will bring censure and repri- 
mand. A diagnosis of smallpox or diphtheria is not 
apt to be a careless conjecture. 

The reporting of an occupational disease is like- 
wise compulsory in most states. Yet, for reasons to 
be mentioned, the system presently employed leads 
to an accumulation of morbidity and mortality sta- 
tistics, a greater portion of which are completely 
worthless. 

Difficulties in Diagnosis 


In general medicine the physician practices within 
an area of readily accessible knowledge. Even on 
those occasions when the diagnosis of a clinical 
entity is initially obscure, obtaining aid is not diffi- 
cult nor is the source of information distant from a 
physician's daily contact. In contrast, few physicians 
have had any formal training in occupational medi- 
cine, and actual experience in subsequent vears is 
meager. Likewise, information regarding occupa- 
tional disease is not readily accessible as it is in 
general medicine, since the subject matter is rarely 
found in the journals and textbooks utilized by the 
average physician. Finally, in making this compari- 
son of disease reporting, cognizance must be given 
to the fact that the diagnosis of an occupational 
disease is not subjected to the same scrutiny for 
accuracy as is a communicable disease diagnosis. 
Its medical, legal, and economic importance has not 
been sufficiently stressed. 

A further deterrent to accurate occupational dis- 
ease reporting resides in the antiquated method in 
vogue. The insurance fraternity and the official 
agencies have not been realistic in facing the revo- 
lutionary changes which have occurred within the 
industrial environment. The system presently in use 
originated at the time the first Workman’s Compen- 
sation Act was passed. At its inception, industrial] 
medicine was concerned almost entirely with the 
treatment of trauma. Etiology was not a mystery. 
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While the reporting of an occupational dis- 
ease is compulsory in most states, the system 
presently used leads to an accumulation of 
morbidity and mortality statistics, the greater 
portion of which are completely worthless. The 
diagnosis of an occupational disease is not 
subjected to the same scrutiny for accuracy as 
is a communicable disease diagnosis. Its medi- 
cal, legal, and economic importance has not 
been sufficiently stressed. The prevention of 
an occupational disease is becoming increas- 
ingly difficult due to the vast number of new 
chemicals and new processes being intro- 
duced into the industrial environment. A 
partial solution to obtain proper diagnosis 
and reporting of occupational disease lies in 
supplanting the present system of allowing a 
careless brief report. A modified narrative 
form which would demand concise informa- 
tion regarding the history and the nature of 
exposure, signs, symptoms, laboratory data, 
and basis for conclusions is a necessity. 


The cause of industrial trauma almost always was 

evident, and liability was rarely contested. To re- 

port with accuracy and to estimate the degree of 

disability required only a minimum of words. A 

standard report form was conceived by the Ameri- 

can Association of Labor Legislation in 1913. With 

only slight variation, it is still adhered to by most 

states. Not only is the first examining physician ob- 

ligated to fill out such a form, but he must do so 

within a short period of time, usually five days. The 

original report goes to the state agency, with copies 

to the employer and the insurance carrier. The pri- 

mary value of the short form lies in the fact that it 

is a handy, quick niethod of reporting an accident 

immediately and thereby setting into action the 

machinery of compensation. . 
With the advent of the chemical age in industry, 

an entirely different obligation imposed itself on the 

medical profession. Workers became exposed to 

multiple and varied substances, most of which are 

potentially toxic. These may cause an illness which 

mimics a nonoccupational disease. The etiology is 

therefore of prime importance. Whenever it is 

alleged that an illness resulted from an exposure to 

a toxic substance, it is necessary to identify the 

offending agent. To do so is a challenge not only to 

the inexperienced but, very often, to the experienced 

industrial toxicologist. 


“4 
rer 
se 
1844 
ye,” 
is 
ay 
« 
- © 4 . i 


Vol. 168, No. 14 


Take, for example, a situation which is usual 
rather than unusual. A patient confronts his doctor 
with a statement that his illness is due to an expo- 
sure to an industrial chemical, the name of which 
the patient does not know. If duly diligent, the doctor 
learns that the alleged offending agent is one bear- 
ing a long chemical name which is not familiar to 
him or that it bears a trade name. His search so far 
is like a baby’s first step—just a feeble beginning. 
The follow-up, if properly pursued, involves tele- 
phone inquiries, correspondence, often a plant sur- 
vey, search of the literature, and utilization of other 
areas of information. At this point in the discussion 
we return to the legal requirements in the short 
form, namely, that the report be made within five 
days, presumably with a correct diagnosis. This is 
rarely possible. In view of the amount of time 
needed to evaluate an occupational disease claim, 
official agencies should permit the physician to use 
the short form merely as a notification of medical 
investigation. On the short form could be stated 
“diagnostic procedures in process. A complete re- 
port will follow after further investigation.” 

A perusal of the medical reports sent to the In- 
dustrial Accident Commission reveals terse state- 
ments purporting to constitute a diagnosis. A few of 
these, picked at random, are as follows: 

“Hepatitis caused by chlorinated hydrocarbons.” 
Here it will be noted that no specific hydrocarbon 
has been isolated. There is the further inference that 
all hydrocarbons are hepatotoxic agents, whereas 
only a few are. 

“Polyneuritis from exposure to toxic substance in 
oil refinery.” The number of potentially toxic sub- 
stances in an oil refinery is considerable. If any one 
of these is capable of producing a neuritis, it is not 
named. 

“Lead poisoning—fumes from spray gun.” No at- 
tempt is made here to show evidence that the sub- 
stance in the spray gun contained lead. 

Obviously in the examples just cited we find only 
conjectural statements—not substantiated diagnoses. 
From such are occupational disease statistics ac- 
quired. For this recognized problem there is no 
ready solution, but at the conclusion of this paper 
I will offer a suggestion. 


Proper Approach to Diagnosis 


At this moment it is obligatory that we consider 
the primary assignment of this paper, namely, the 
proper approach to the occupational disease diag- 
nosis. This approach is of special value if the case 
under Workmen's Compensation is controverted. 

History of Present Illness.—Cognizance must be 
taken of the time interval between the exposure 
and the onset of symptoms. The asphyxiant gases 
produce illness or death suddenly, not days or 
weeks later. This is likewise true of most of the 
anesthetic or narcotic gases, although with some 
there may be a secondary delayed involvement of 
one or more systems. On the other hand, intoxication 
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from such substances as lead or benzene or methyl 
bromide is usually insidious and ill health from 
exposure to such may not be evident for weeks or 
months. The time interval in occupational medicine 
is somewhat similar to the incubation period recog- 
nized in general medicine. 

Medical History —The medical history in occupa- 
tional disease diagnosis is a part of the clinical case 
history used in general medicine; however, pre- 
viously existing systemic diseases may, at times, be 
aggravated by certain occupational exposures, and 
this factor deserves careful consideration. 

Occupational History.—Most reports are insuffi- 
cient in the area of occupational history. Ideally, the 
occupational history would leave no gap between 
the end of the worker's school years and his present 
occupation. Accounting for every occupational ac- 
tivity has special importance when one attempts to 
evaluate the significance of exposure to certain 
dusts, carcinogens, or aromatic hydrocarbons. 

In obtaining the occupational history, the physi- 
cian must not be deluded by the job title. A re- 
cently examined patient illustrates this point. For 
the past 20 years he had “worked out of” a union 
hiring hall as a boiler maker. Yet for the six months 
prior to being examined he was engaged in the 
reconstruction of a chemical plant and was un- 
wittingly exposed to a toxic vapor. Therefore, re- 
gardless of the job title, it is obligatory to determine 
exactly what the worker did and exactly the chem- 
icals to which he was exposed. Further, as in the 
general medical examination, an inventory of sys- 
tems is made and a physical examination done. 

Laboratory Studies.—As in general medicine, lab- 
oratory tests are made as indicated by signs, symp- 
toms, or physical findings. But correlation of the 
results with the nature of the alleged exposure 
requires a knowledge of established facts. For 
example, an abnormal amount of lead in the urine 
or whole blood does not occur unless there has been 
an abnormal absorption of lead regardless of the 
source. On the other hand, evidence of liver 
dysfunction does not indicate that an exposure to a 
chlorinated hydrocarbon is necessarily the cause of 
the dysfunction. Interpretation of x-rays in cases 
of pulmonary pathology as related to occupational 
exposure requires considerable experience and 
judgment. 

Plant Survey.—There are occasions when a survey 
of the worker's plant environment is essential to the 
final diagnosis. If the examining physician feels that 
an adequate plant survey is beyond his experience 
or competence, he should not omit this procedure 
from his study of the case. At such times he should 
call on the industrial hygienist to supply him with 
the information that he seeks. Failure to do so con- 
stitutes one of the major reasons why occupational 
statistics are so inaccurate. In contrast, utilization of 
the industrial hygienist contributes to the advance- 
ment of preventive medicine in industry. 
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Reference to the Literature.—Unless one has had 
formal training or considerable experience in oc- 
cupational medicine, reference to the literature 
should be done more often than is customary in 
general medicine. The literature should be authentic 
and fairly recent. Observations made decades ago 
are usually not applicable today, except with a 
comparatively few diseases. Likewise, the opinions 
expressed by foreign writers are not always accept- 
able, since the constituents in the chemicals in use 
in other countries often vary from those in the 


United States and hygienic control measures may: 


not be similar. 
The Law of Specificity 


If the procedures outlined in the previous para- 
graphs are adequately pursued the examining phy- 
sician will have provided himself with the kind of 
information necessary to answer two questions aris- 
ing out of an industrial exposure. He will have 
ascertained the nature of the worker's illness and he 
will have identified the substance alleged to have 
caused the illness. At this point he must ask himself 
this vital question: did the identified materia] cause 
the illness? 

The final opinion reached is expressed in that por- 
tion of the narrative form termed “Conclusion” 
which is similar to that usually found in any medi- 
cal paper except there are certain additional fea- 
tures. All opinions expressed in this final portion of 
the report should avoid technical terminology, since 
it is from this section that interested lay persons 
reach decisions pertaining to his or their particular 
function, such as the emplover, insurance carrier, 
attorney, or the Industrial Accident Commission 
referee. 

In arriving at a decision as to whether a given 
case is or is not an occupational disease, one should 
engage in a type of mental reasoning which I term 
the “matching process.” Ever since it was laid down 
by Koch medicine has accepted and applied, when- 
ever possible, the “law of specificity.” Despite the 
generic term under which these are classified and 
despite having a comparable morphology, we rec- 
ognize that all bacilli do not produce the same clin- 
ical picture or pathology. Equally important is the 
application of the law of specificity in occupational 
medicine. A commonly made error is the assumption 
that the chemicals bearing similar names or having 
similar formulas give rise to similar toxic reactions. 
This is because of our unfamiliarity with multiple 
chemicals used in industry. We readily recognize 
the difference between wood alcohol and whisky 
and thereby do not ascribe the same toxicity of 
methyl alcohol to ethyl alcohol. Neither should we 
assign the toxicity of tetrachloroethane to tetra- 
chloroethylene or of ethylene chlorhydrin to ethyl- 
ene dichloride, or as in other sounding similarities 
which could be cited. 

In utilizing the matching process, the physician 
should ask and answer the following questions: 
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Is the suspected substance known to have noxious 
properties, or is it known to be inert? Many sub- 
stances as they are normally handled in industry 
are harmless. Numerous metals and alloys as they 
exist in the so-called cold state are not toxic. Like- 
wise, most dusts are inert. 

To what degree has a suspected substance been 
absorbed? Certain irritants, for instance, affect the 
mucosa of the upper respiratory tract but are not 
absorbed to produce systemic reactions. Again, this 
is true of many of the dusts. 

Is the substance under suspicion cumulative, or is 
it rapidly eliminated from the body? Nearly all of 
the anesthetic gases, such as carbon tetrachloride or 
trichloroethylene, are rapidly eliminated. On the 
other hand, methyl alcohol, methyl] bromide, and 
certain metals, such as lead, are cumulative. 

In what classification does the offending agent 
belong? One must recognize whether the offending 
agent is an asphyxiant, an irritant, or an anesthetic 
(narcotic) type of solvent gas. One must distinguish 
between aliphatic and aromatic substances. One 
must differentiate inert dusts from those capable 
of causing a reactive fibrosis. 

Did an undue exposure actually occur? There is 
considerable difference between mere exposure and 
overexposure. The fact that a toxic substance exists 
within the worker's environment does not mean 
that he has absorbed harmful amounts. At times it 
may be necessary to have measurements of the con- 
centration of the gas or dust in the worker's envir- 
onment and to compare the results with the recog- 
nized maximum allowable concentrations. Likewise, 
one must take cognizance of those substances capa- 
ble of producing intoxication after a single undue 
exposure in contrast to those requiring a prolonged 
exposure before reaction occurs. 

Are the laboratory data confirmatory of intoxica- 
tion and/or of systemic injury? 

The final step in the matching process is the ap- 
plication of the epidemiologic and biostatistical dis- 
ciplines. In each given case involving an identified 
etiology, is the entire clinical picture one which 
time and experience have established for that agent 
under similar circumstances? 

The conclusion of the narrative form should end 
with the opinion that the condition is or is not of 
occupational origin. If the physician believes it is 
due to an industrial exposure, he should state the 
expected length of temporary disability and indi- 
cate the nature of the treatment. Any anticipated 
permanent disability should be estimated in terms 
of degree. 


Comment 


Fundamental to the purpose of the Workmen's 
Compensation Act is the prevention of accidents or 
occupational ill-health. This is accomplished to an 
admirable degree by the health program in industry, 
which includes safety methods and industrial hy- 
giene measures. However, the prevention of an 
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occupational disease is becoming increasingly diffi- 
cult due to the vast number of new chemicals and 
new processes being introduced into the industrial 
environment. Gathering information regarding the 
toxic effect of these chemicals, as well as spotting 
“trouble areas,” depends in no minor degree on the 
accuracy of diagnosis. 

Unfortunately, the short form used by the first 
reporting physician does not lend itself to accuracy 
in diagnosis. The meager space allotted for answers 
and the time limitation for “getting the report in” 
actually motivates a carelessness rarely tolerated in 
any other phase of medical practice. 

A partial solution lies in supplanting the present 
system with a modified narrative form which would 
demand concise information regarding the history 
and the nature of exposure, signs, symptoms, lab- 
oratory data, and basis for conclusions. This could 
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be done without engaging in the type of lengthy re- 
port described in the body of this paper. If a new, 
well-designed form were provided and if the intelli- 
gence of the questions asked induced an intelligent 
response, the time consumed would be little more 
than that now utilized with the present form. Fur- 
thermore, a properly constituted form could create 
interest and stimulate self-education in this phase 
of medicine. 

The plea presented in this paper stems from the 
realization that for nearly 50 years the equitable 
administration of the Workmen's Compensation Act 
has been abused for reasons cited. It is not reason- 
able to continue to assume that the best minds in 
organized medicine, the insurance fraternity, and 
the state agencies cannot find means and methods 
of correcting to a measurable degree an unwar- 
ranted situation. 

520 W. Seventh St. (14) 


COMPENSATIONS 


“These shops are schools whence one can depart 
with more precise knowledge.” ' So wrote Ramaz- 
zini, an internist, a skilled clinician, and a professor 
of medicine 250 years ago. Blind at 81 vears of age, 
after 50 vears of practice, he died of apoplexy on 
his way to give a lecture. It seems to me that this is 
a fitting quotation for a discussion of preventive 
medicine. 

Thirty years of private practice in internal medi- 
cine, with consultation and teaching in the field of 
occupational medicine and also work as a part-time 
medical director, have led me to review my own 
experience regarding rewards which industry may 
offer the physician in occupational medicine and to 
consider whether these experiences might be of 
value to younger men who currently consider enter- 
ing this field. 

Compensations to the physician in occupational 
medicine, in my opinion, are the satisfactions de- 
rived from the practice of a wide range of scientific 
techniques, in situations often requiring the utmost 
in human understanding. Such practice can also 
have a firm economic foundation. 

We hear a great deal of late about the specialist 
learning more and more about less and less. In the 
ever-broadening field of occupational medicine, the 
consultant must learn more and more about more 
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TO THE PHYSICIAN IN: OCCUPATIONAL 


Elston L. Belknap, M.D., Milwaukee 


MEDICINE 


The physician in occupational medicine is 
obliged to meet the challenge of the varying 
demands of industries in which new processes 
are being introduced every day and the di- 
agnostic horizons are constantly widening 
Therapeutic and prophylactic skills must be 
correspondingly broadened. Frequent visits to 
the plant and patient attention to employees’ 
complaints result in the gradual accumu!ation 
of priceless experience. When the confidence 
of employees and management has been 
earned, the physician finds that industry can 
provide him not only with advantages of eco- 
nomic security but also with the assurance, in 
many instances, of financial support for a 
stimulating program of continued medical 
education and clinical research. Through the 
study of occupational disease the medical 
profession can and must contribute to modern 
industrial society. 


and more. To demonstrate these varied demands, 
in one recent month, besides mv regular teaching 
and plant responsibilities, | was called on to make 
widely divergent diagnostic decisions, based not 
only on the medical examinations but also on first- 
hand plant surveys in several different industries. 
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The following five problems presented themselves: 
(1) evaluation of a possible residual from heavy 
manganese inhalation which had occurred 10 years 
previously; (2) consideration of whether asthma 
could be precipitated by inhaling one or two breaths 
of trichloroethylene through a lighted cigarette, 
with alleged resultant inhalation of phosgene; (3) 
study of a possible precipitation by lead absorption 
of an attack of severe and nearly fatal familial 
porphyria supposedly due to skin contact with 
leaded gasoline and inhalation of such gasoline 
vapor involved in the filling of gas trucks from large 
outdoor storage tanks; (4) examination of the case 
of a hospital physiotherapist who received an elec- 
tric shock with resultant polyneuritis or causalgia; 
and (5) review of possibility of lead exposure re- 
sulting from an experimental process in the elec- 
tronics industry. With such widening diagnostic 
horizons comes the thrill of variety, a reward in 
itself. 
Diagnostic Skills 


In occupational medicine, as in every other 
branch of the art of medicine, diagnostic skills stand 
preeminent. Added to the searching history neces- 
sary for the usual medical study, physicians in occu- 
pational medicine have learned from the master 
Ramazzini to follow up in great detail that simple 
question, “What is your trade?” 

Every occupation followed by the patient must be 
covered—not just the most recent one—as far back 
as his very first job. The fact that a new patient in 
his late 60's was a janitor just prior to his admission 
to the county hospital may not be the most pertinent 
statistic. For instance, a patient with terminal pneu- 
monia had worked for several years as a gardener 
on a large estate, but he had previously worked for 
35 years as a deep-rock iron miner in northern Wis- 
consin. The postmortem examination revealed a far- 
advanced silicotuberculosis, entirely unsuspected 
because the patient had been thought of only as a 
gardener in a wholesome outdoor job. 

In another instance, a man died of apparently 
simple acute pneumonia. Just before the patient's 
death, an unusually alert resident asked the impor- 
tant question: “What is your trade?” This young 
physician then rapidly pieced together a story of 
recent inhalation of cadmium fumes. Because they 
were not oriented to the subject of occupational 
medicine, the family physician and the staff of a 
private hospital had not suspected this before the 
patient finally came to a large public institution in 
extremis. Later investigation showed that, a week 
before death, the man had been instructed by a 
foreman, ignorant of the fatal potentialities in- 
volved, to clean out an old cadmium plating tank 
by melting off the cadmium residue with an oxy- 
acetylene burning torch. The fuming temperature 
of cadmium is about 1,500 F, while the temperature 
of the torch cutting flame was well over 3,000 F. The 
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fatal pulmonary edema was directly traceable to the 
alveolar burn resulting from the inhalation of cad- 
mium fumes. 

Aside from coping with the large number of dele- 
terious chemical agents in the worker's past and 
present environment, a physician in industry is 
charged with the responsibility of recognizing the 
significance of complaints. There is always the pos- 
sibility that continued complaints may reveal that 
the worker has serious underlying psychotic tend- 
encies. Patient attention to such a complaint may 
also lead to the discovery of a heretofore unsus- 
pected dangerous industrial exposure. For example, 
I recall a case in which a man complained of seri- 
ous headaches from working in a pit with his head 
partly hooded by a large casting as he welded with 
a carbon dioxide-shielded arc. By air analysis the 
fact was confirmed that, as admitted by the manu- 
facturer of the machine, such welding equipment 
may give off a considerable amount of carbon mo- 
noxide near the point of weld. This accounted for 
the symptoms, which disappeared when a stream of 
uncontaminated air was directed across the breath- 
ing zone beneath the welding helmet. 


Therapeutic Skills 


Therapeutic skills in occupational medicine are 
now far removed from the simple removal of splin- 
ters or the repair of lacerations or crushing injuries. 
Prior to therapy, multiple diagnostic techniques re- 
quired include a working familiarity with func- 
tional studies of all body systems; an understanding 
of methods of evaluation of metabolism and hema- 
tology, including in many instances bone marrow 
studies; a practical grasp of characteristic symptoms 
of workers exposed to toxic substances; and an abil- 
ity to correlate knowledge of new processes and 
potential hazards in order to prevent disease and 
disability. Again beyond the realm of diagnosis for 
occupational disease, we now have added to our 
armamentarium of treatment the application of spe- 
cific drugs such as BAL for mercury intoxication 
and the chelating agent edathamil calcium-disodium 
for lead intoxication.’ 

Nonoccupational disease is chiefly a problem for 
the family doctor. The physician in industry must 
maintain a close and friendly relationship with him. 
Frequently, emergency care must be given to mem- 
bers of the aging group in industry, including that 
for acute episodes of coronary disease. Such patients 
are then referred promptly to the care of the family 
physician. Later, however, rehiring such individuals 
must be considered. From research and practical 
knowledge pooled from experience all over the 
world, it is now known that in most instances such 
men can be rehired with safety for both the worker 
and the employer.* Such rehiring may serve a three- 
fold purpose: (1) saving a man’s justifiable pride in 
making his own living, (2) avoiding the necessity of 
his turning to public relief for support, and (3) con- 
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serving his skills built up over many years. Develop- 
ment of the courage required of the physician in 
making the decision to rehire such a worker can be 
one of his greatest rewards. 


Prophylactic Skills 


It is obvious that prevention is the best treatment 
of any occupational illness and injury. As far back 
as 1700, Ramazzini pointed out that it is the physi- 
cian’s responsibility “to suggest medical precautions 
for the prevention and treatment of such diseases 
as usually affect the workers.” ' Modern occupa- 
tional medicine is both a challenge and a satisfac- 
tion because one is constantly engaged in the effort 
to prevent occupational disease and disability. This 
involves the physician’s intimate knowledge of shop 
processes and industrial exposures. Such under- 
standing can only come from periodic and un- 
announced study of the working place during plant 
tours, preferably in company with the safety-man 
and the industrial engineer. A few minutes spent in 
clinical observation of a man at his work in the shop 
may explain his physical disease or disability much 
more concisely and clearly than the best written 
report the physician may receive from supervising 
or safety personnel. 

After management's confidence has been earned, 
the occupational physician is consulted in advance 
when a new process is to be put into production. 
He can then advise as to potential hazards rather 
than later see several cases of acute poisoning de- 
velop. He can suggest, for instance, that such rela- 
tively safe solvents as methylchloroform be substi- 
tuted for such dangerous ones as benzene or carbon 
tetrachloride. If toxic substances must be used, the 
physician should be familiar with the general prin- 
ciples of engineering safeguards. For example, in 
planning for protection against lead poisoning he 
should understand the value of properly designed 
down-draft suction through slotted inspection tables, 
as in the case of assembly work in modern battery 
plants. Here, too, as a double safeguard, respirators 
may be used as a temporary measure of protection, 
but only until more adequate ventilation can be 
built into a production line of machines by the ven- 
tilation engineers. Such engineering familiarity of 
the physician is not acquired alone by an advanced 
degree in either engineering or industrial hygiene. 
It does require that every part-time or full-time in- 
dustrial medical consultant use keen observation 
and experience gained from frequent plant tours. 

Medical control of industrial inhalation hazards 
is important as an extra check on the efficiency of 
ventilation procedures. Though the concentration of 
dust, fume, vapor, or gas in the air to be breathed 
can be accurately studied by the industrial hygien- 
ist, actual evidence of human absorption of such 
substances can only be evaluated by the physician 
who studies a particular patient in his reaction to 
his environment. To be sure, it is ideal if engineers 


OCCUPATIONAL MEDICINE—BELKNAP 1849 


can guarantee that the maximum allowable concen- 
tration of a toxic material is never exceeded. Ac- 
tually, however, machine breakdown and worker 
failure not infrequently cause unsuspected absorp- 
tion of dangerous substances. To be able to track 
down the source of unexplained symptoms of occu- 
pational intoxication is a particularly stimulating 
and rewarding experience for the plant physician 

To obtain early warnings of such failure of venti- 
lation control or worker alertness, the physician in 
charge of the health of the industrial worker must 
have in operation a systematic plan for periodic 
medical examination of the men potentially exposed 
For this program specialized physical examination 
procedures and simple tests of blood and urine are 
readily available to the average physician, even in 
the smallest industry and in the smallest commu- 
nitv. In this regard, it should be borne in mind that 
the vast bulk of the worker population is in the 
small industries, those employing from 5 to 500 
workers, which are usually too small to afford a 
full-time medical staff. Here lurk some of the most 
serious death-dealing hazards, because thev are un- 
suspected by employer and worker alike.* Conse- 
quently, informed part-time medical consultation to 
such small industries is one of the most vital and 
broadest opportunities of the medical profession. 

To be specific, in workers exposed to lead, for 
example, basic medical control studies should in- 
clude an examination of gums under a lens, for lead 
lines; evaluation of extensor strength of the wrists: 
study of hemoglobin level and stipple cell counts; 
and qualitative study of the urine for porphvrin 
None of these tests is subject to the error of air- 
contamination, and all con be done at frequent in- 
tervals of two to four weeks with no objection from 
the worker. They are all relatively inevnensive 
Both the general phvsician and the internist can 
readily master all these procedures. 

Most of these convenient and simple tests have 
been widely and successfully used in the United 
States, in Canada, and abroad for many vears, in 
both large and small] industries, as practical meas- 
ures to evaluate the safe level of lead absorption 
Some vears ago, in a brass foundry in which lead 
exposure was unrecognized, | found evidence—in 
less than 20 minutes—of a high level of lead ab- 
sorption by using equipment immediately available 
to every practitioner of medicine. This “equipment” 
included a 95-cent hand lens, perfect illumination 
by direct sunlight just outside of the foundry, and 
my own eyes. Six of 12 men pouring brass showed 
lead line of the gums, indicating a potentially dan- 
gerous lead absorption, though not necessarily lead 
intoxication. This quickly acquired information was 
as valuable to me, in sounding an immediate warn- 
ing, as an elaborate and time-consuming quantita- 
tive analysis of blood and urine for lead levels. At 
times, to be sure, especially when engineering pre- 
ventive technique is practically perfect, one can rely 
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to a considerable degree on less frequent periodic 
quantitative analysis of blood and urine for lead 
and other materials. The practical, nonspecific qual- 
itative techniques, however, are often rewarding to 
small industries, whereas the specific quantitative 
laboratory studies are more often available only to 
large organizations. 


Skills in Human Relations 


A further satisfying reward for a physician in 
occupational medicine can be his sense of a per- 


sonal contribution in the field of human —— 


Through his day-by-day contact with workers, 
his office and out in the plant, the men come to 
learn that the physician in charge is primarily in- 
terested in their welfare and safety as he deals with 
them frankly, without subterfuge or evasion. It has 
been my experience that they so trust the plant 
physician that they come promptly to him with their 
fears about an unsafe process, even before they feel 
free to discuss them with the union steward or their 
own foreman. If a physician is honest with himself 
and others, he can become a kev man in a health 
organization composed of the worker, management, 
and medical department. 

In addition to the confidence of the worker re- 
garding his work conditions, the plant physician’s 
human contacts offer him another intangible recom- 
pense. Just as in the case of a family physician, the 
occupational physician may render invaluable aid 
as he counsels a worker struggling with personal 
problems involved in facing life and death at home. 
The rare art of listening, such as the skilled psy- 
chiatrist has learned from training and experience, 
when mastered by a plant physician can result in 
valuable furtherance of the emplovee’s confidence. 
So skillful can the physician in industry become in 
understanding and fostering the working complex of 
labor, technician, and management that in a few 
instances such physicians have been chosen as vice- 
presidents in charge of all personnel problems. 

It is a revealing experience to a highly individual- 
istic person, which every doctor is, to work with a 
business organization where each activity is the 
result of many skills focused on a single problem. 
Indeed, when illness comes to the usually strong 
and well individual whom a physician has known 
in his full powers and ability to work in the plant, 
there is even more than the ordinary challenge in 
the effort to encourage the return of such a man to 
his earlier usefulness and responsibility. 


Opportunities in Occupational Medicine 


Aside from compensations gained from the effec- 
tive use of scientific principles and of human factors 
of environmental medicine, the modern physician 
in industry must look at his economic situation in a 
realistic manner. As with many other physicians, he 
must balance the time and money spent in his long 
years of professional training against the time avail- 
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able in each busy and precious hour which he 
places at the disposal of industry. The supply of 
physicians qualified by graduate training for posi- 
tions as full-time medical directors is at present 
entirely inadequate. The economic reward for such 
specially trained physicians’ services includes not 
only an adequate salary in addition to absorption 
of office overhead but also important fringe benefits 
involved in inclusion in group employee plans for 
insurance and retirement, as well as a usual guar- 
antee of continuous employment with regular hours. 

For the physician engaged in general practice or 
in many of the specialties of internal medicine and 
surgery, there is an unequalled opportunity for 
part-time consultant work in industry. This may 
grow to involve at least 50% of the consultant's time 
if he has given special study to the problems in- 
volved. Techniques of the part-time consultant are 
not only those used for proper placement and 
periodic examination but also those required for 
specific toxicological hazards. If the physician has 
the endurance required for living what is really a 
double life, both in private practice and in part- 
time medical consultant work in industry, he may 
find that his gross financial reward is somewhat 
greater than that of the full-time medical director 
As with the full-time medical director, the part-time 
industrial medical consultant must not undervalue 
the worth of his services. In my own experience this 
end is most fairly served by rendering a fee for the 
hour for time spent not only in medical examina- 
tions but also in plant surveys, as well as on meas- 
ures devoted to the prevention of occupational dis- 
ease and disability. 

Industry can provide the physician consultant, be 
he part-time or full-time, not only advantages of 
economic security but also the assurance in many 
instances of financial support for a stimulating pro- 
gram of continued medical education and clinical 
research. Animal experiments are of great impor- 
tance in modern medicine. We know that clinical 
observations are fully as important. In industry, the 
physician has the opportunity to compare on a clini- 
cal basis groups of men accidentally exposed to 
toxic substances with control groups of unexposed 
workers. From my own experience, no clinical test 
is too complicated or too expensive for enlightened 
industry to undertake when necessary. Under the 
guidance of an experienced clinician such controlled 
studies have proved of inestimable worth. They 
enable the physician to evaluate the effectiveness of 
various medical measures which may be used either 
in immediate treatment or in prevention of disease 
and physical disability associated with the occupa- 
tional environment. 

Industry has also come to realize that the medical 
department can make or break the efforts of the 
entire personnel organization. Labor, meaning peo- 
ple, is the largest cost item in industry. Workers 
often get their first impression of a company in the 
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way they are handled at the time of a preemploy- 
ment examination. Frequently, afterward, when 
they come in for emergency medical care, periodic 
reexamination, or counseling with intimate personal 
problems, this presents a key opportunity to further 
friendly relations between worker and management. 
Industries are accustomed to put a fair price on 
consultation in the field of engineering or invention. 
They are now learning to pay physicians in propor- 
tion to their skill and responsibility both as medical 
consultants and as potential experts in human re- 
lations. 
Conclusions 

To the industrial physician no greater challenge 
and resultant reward exists than that which can be 
achieved by preventive techniques and medical 
diagnoses. The meeting of such a challenge depends 
on both foresight and insight. This the medical pro- 
fession can and must contribute to modern indus- 
trial society. The study and treatment of occupa- 
tional disease has become more exactingly com- 
plex, but after 250 vears perhaps our greatest satis- 
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faction lies in confirming the worth of the original 
philosophy of Ramazzini, as he stated in 1700, “I 
have tried to unearth in the shops of craftsmen, for 
these shops are schools whence one can depart with 
more precise knowledge, whatever may appeal to 
the taste of investigators, and, which is the main 
thing, to suggest medical precautions for the pre- 
vention and treatment of such diseases as usually 
affect the workers.” ’ 

561 N. 15th St. (3). 
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If you are earning vour daily bread by the prac- 
tice of medicine in 1958, much of the money in your 
pocket got there from sources argued about and 
agreed on by a working man and his boss 
Beginning in 1910, the pangs of national con- 
science in the United States brought about the first 
of the state workmen’s compensation acts providing 
income and medical care to an individual injured at 
work. The New Deal in 1935 fathered the Federal 
Insurance Contribution Act providing retirement 
income to working persons over 65 years of age or 
income to their surviving families. World War II 
froze wages and increased taxes and thereby pre- 
pared the way for “fringe benefits.” The Internal 
Revenue Service then ruled that the cost of health 
and welfare programs which made up fringe bene- 
fits could be deducted as a business expense by an 
employer but were not considered income to an 
employee. In 1948 the National Labor Relations 
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THE PHYSICIAN AS ADVISOR TO INDUSTRIAL MANAGEMENT 


Clifford H. Keene, M.D., Oakland, Calif. 


The physicians dealing with problems of 
occupational medicine and industrial injuries 
stand in various relations to industry. Some 
are in community practice, and among their 
patients are employees sent by management 
for treatment or for answers to specific ques- 
tions. Others have become specialists in oc- 
cupational medicine through experience and 
by academic training, and they are employed 
by industry, although they must function on an 
impartial basis. Finally, some physicians func- 
tion as medical directors, as integral parts of 
management with responsibility for policy and 
for decision. The goal of organized labor is 
complete prepaid medical care for the work- 
er, his dependents, and the retired person. As 
this setting changes, the physician will have to 
accept greater responsibilities, and the de- 
gree to which he is able to do this will affect 
the future practice of medicine. 
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Board ruled that health and welfare plans and pen- 
sions were proper matters to be negotiated between 
unions and industrial management. 

In the 1920's, I was an apprentice ironworker, 
Local No. 6, in Buffalo. My wage was $1 an hour. 
I worked 44 hours per week. Each week I received 
$44 in cash. There were no deductions, and I spent 
all of it without help. Not so today! For example, it 
has been calculated that a California worker with 
three dependents who earns $90 a week has a pay- 
roll cost to his employer of $115 per week, while 
the employee has a take-home pay of $70.36. This 
average employee and his boss contribute a total of 
$45.64 per week to comply with legal and negoti- 
ated programs. Contributions must be made for 
federal old age and survivors’ insurance, state work- 
men’s compensation, the California unemployment 
insurance program, and the California unemploy- 
ment compensation disability program—all of which 
are required by law. As a result of union-manage- 
ment negotiation, this average industrial emplovee 
receives the benefits of a health and welfare pack- 
age which probably includes life insurance, supple- 
mental disability insurance, accidental death and 
dismemberment insurance, a pension plan, and some 
form of prepaid medical care. The medical profes- 
sion is involved in almost every one of these social 
changes. As an astounding result, industry as a 
whole now pays as a cost of operation much of the 
bill for the medical welfare of the work force as a 
whole. 


Role of the Physician in Industry 


The economics of the practice of medicine have 
been completely altered by the social forces gener- 
ated out of industry in the past 50 vears. 

Industrial Physicians.—No class of physicians is 
more involved in the complexity of these changes 
than the industrial physician. Indeed, it can be ob- 
served that a physician’s broad value to an industry 
is proportional to the help which he gives in com- 
plying with the obligations of these social changes. 
It is my observation that few industrial physicians 
are fully aware of this aspect of their position. Fol- 
low me in a brief appraisal of the roles which the 
physician can play in the economics of industry. 

The simplest relationship of a physician to indus- 
try occurs when he provides treatment in his office 
or in a local hospital to injured employees of a 
nearby plant. The employees are cared for and 
returned to work, and the relationship is terminated 
by the payment of the bill. This is an essential serv- 
ice required by the Workmen’s Compensation Act, 
important to the individual, a small expense to the 
employer, and a source of some income to the 
doctor. 

The next step involves the performance of physi- 
cal examinations on employees or prospective em- 
ployees. In the request by industry to examine and 
evaluate an employee, the doctor is being asked a 
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simple question which may be “Is this man hurt?” 
“Can this employee work?” or “Should this person 
retire?” Here the physician assumes a significant 
responsibility, because he must express an opinion. 
This opinion may well be considered from the di- 
verse viewpoints of labor and management. The 
several viewpoints may produce dissatisfaction lead- 
ing to a remedy which heretofore has always in- 
creased cost. 

The physician who performs a preemployment 
evaluation is being asked by management to answer 
three questions: “Is this individual capable of doing 
the job which we have offered him without harm to 
himself or danger to others?” “Is he an ordinary 
risk under the Workmen's Compensation laws?” 
“Can we expect to recover the investment which 
we make by hiring him?” 

The industry, to say nothing of the individual, 
suffers by an injudicious medical opinion based on 
incomplete information or lack of familiarity with 
the circumstances of the job in question. If for any 
reason an applicant is declared not suitable for hire, 
it costs somebody some money. By virtue of the 
circumstances, the examining physician is at that 
moment the most able member of society to prevent 
another unproductive dependency on the resources 
of the group and ultimate cost to industry. Certainly 
the physician does not exceed his prerogative by 
informing the emplover exactly where an individual 
could be used or by advising the individual just 
how to correct the inadequacy which disqualifies 
him for a job. The cumulative results of such actions 
on the part of all physicians who serve industry 
must be apparent. 

The physician in community practice who cares 
for industrial injury and who performs preemploy- 
ment examinations may carry out these functions in 
a competent professional manner yet be of incom- 
plete value to the industry with which he is related. 
The fault here lies in communication. As I men- 
tioned before, whenever industrial management 
sends an employee to a physician it is for treatment 
or for an answer to a question. In good conscience 
but with indifferent result, the physician can reply 
to management by saving something as follows: 
“Give this man a light job.” “This person may work 
if there is no strain.” “This individual can work if 
there is nothing to bother his hay fever.” In advice 
such as this, he leaves the actual decision to some- 
one else who will say what is light work for this 
man, what is bothersome to the hay fever of this 
man, or what is a strain for this man. These basic 
questions of medical nature will be settled by a 
safety man, a foreman, or a union steward. The 
physician may have answered in a vague way be- 
cause he is vague about the industrial environment 
of his patient and is fearful of a positive statement. 
A visit to the plant by a physician is always wel- 
comed and is a source of satisfaction to all. As a 
matter of practice in the Kaiser Industries, the per- 
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formance on the premises of a plant of as much of 
the medical services as is feasible is required in 
order to promote the awareness of the problems of 
the plant on the part of medical department per- 
sonnel. 

Specialist in Occupational Medicine.—In the next 
higher category of physicians in industry is the em- 
ployed specialist in occupational medicine. Through 
experience, and in the past decade by academic 
training, a class of physicians with special knowl- 
edge of industry has been created. This specialist 
possesses a trained viewpoint whereby he sees the 
worker as an inhabitant of an abnormal environ- 
ment where through guidance of the man and con- 
trol of his surroundings compatibility between a 
man and his job is obtained. This is the world of the 
plant physician who plays his role before “labor and 
management,” the most critical audience now view- 
ing the medical scene. This specialists’ opinion is 
sought on every aspect and detail of the laws and 
union-management agreements which involve health 
or disability. It is true that the physician is em- 
ployed by management, but he must function on an 
impartial basis. He achieves maximum consider- 
ation by diplomatic expression of his opinions, 
awareness of the prerogatives of management, and 
respect for employees as the patients which they 
are. 

In addition to guarding the health of employees, 
it is in this daily contact with the interplay among 
interests that the industrial physician has opportu- 
nity to influence the future costs to his industry and 
the economics of his profession. For example, one of 
the characteristics of strong unionism is the practice 
of an employee to take his troubles to his union 
steward. This is especially true when he is dissatis- 
fied with the workings of whatever general medical 
care plan happens to be in effect. In the mind of the 
employee, the program was acquired by union ne- 
gotiation and its defects can be remedied in the 
same way. The plant physician can play an effective 
role if the steward feels he can appeal to him for 
aid. Many causes for grievance in the workings of 
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the medical program can be disspelled by an ex- 
planation or settled by a telephone call from the 
plant physician to a fellow physician in private 
practice. The diplomatic plant physician can do 
much to insure that our present prepaid programs 
of medical care function with effectiveness. Let the 
physician keep in mind that the goal of organized 
labor is complete prepaid medical care for the 
worker, his dependents, and the retired person. If 
this cannot be provided within the framework of 
the present system, it is likely to be secured under 
governmental auspices. Both prospects involve in- 
creased cost to industry. The second is an unwel- 
come prospect to the profession. 

Medical Director.—With the increasing burden on 
industry of the cost of nonsalary employment bene- 
fits, the importance of the physician in the councils 
of management has grown rapidly. Actually, there 
is no last and top step to which a physician can 
climb in the large American industries. Near the 
top, however, the medical director functions as an 
integral part of management with responsibility for 
policy and for decision. He speaks with and for 
management in the broad areas of health and medi- 
cal welfare. In addition, he is a student of economic 
trends in medical care and is alert to the size of the 
dollar sign associated with all medical projects. He 
is a businessman who happens to have a degree in 
medicine. 

Conclusions 


The vortex of the vast changes in the practice of 
medicine during the past 50 vears has been in indus- 
trv. These changes have compounded rapidly the 
value of the physician in the councils of industrial 
management. The physician is offered great oppor- 
tunity in modern industry but must accept greater 
responsibility. The effectiveness of the industrial 
physician bears considerable relationship to the 
future practice of medicine. In fact, what you do 
in industry will shape the medical practice of your 
sons and grandsons. 


1924 Broadway (12). 


race and sits at the bedside of a dying world, and throughout his career, 
serves, at times, as the temporary custodian of life, cannot be devoid of a 
great reverence for a higher power than his own. Religion is the fiber of which 
we weave our moral code, and medical ethics is essentially a moral code which 
physicians have set up for themselves, a code which has guided the profession since 
the times of Hippocrates, when he wrote: “A physician should be an upright man, in- 


structed in the art of healing . 


. modest, sober, patient, prompt to do his whole 


duty without anxiety; pious, without going so far as superstition, conducting himself 
with propriety in his profession, and in all the actions of his life.” Twenty-two cen- 
turies have passed since those words were written. This suggests a thread that runs 
through the practice of medicine: that neither time, nor science nor men, can 
change—the physician’s great reverence for human life marks him as a religious man. 
—J. R. Hudson, M.D., The Doctor Dons Many Hats, Cincinnati Journal of Medicine, 


October, 1958. 
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Closest to the sources of medical attention, vet 
farthest from scrupulously detailed, documented, 
and executed diagnosis and treatment are most of 
the hospital employees in the United States. Com- 
prising 1,375,000 persons, and an industry of over 
6 billion dollars in total expense, this occupation 
ranks high among America’s manufacturing, com- 
mercial, sales, and service enterprises. In 1950, em- 
ployment numbers in “medical and other services, 
including hospitals,” ranked seventh to the follow- 
ing industries: agriculture, construction, wholesale 
trade, food and dairy products stores and milk re- 
tailing, eating and drinking places, and private 
households. In 1956, the total gross value of hospital 
assets was about 13 billion dollars and the com- 
bined payroll was nearly 4 billion dollars. 

These figures are offered to give a sense of gross 
dimension to the population segment under consid- 
eration and its work sites. Were these data to be 
compiled from true industrial organizations en- 
gaged in creating the world’s marketable goods, one 
would find extensive programs dedicated to pre- 
ventive medicine and the health maintenance of the 
employee. Of the 500 largest industrial corporations 
in the United States,’ ranked according to sales, 
nearly all have medical departments, most of them 
functioning on a full-time basis. In a survey con- 
ducted recently of 62 university medical centers,’ 
only 50% conducted preplacement physical exami- 
nations on applicants for employment and even less 
offered immunization programs. 


Hospitals and Health Services 


Why has the establishment of health services to 
employees lagged so far behind in these institu- 
tions? Why are hospital personnel given secondary 
position to student groups in both the teaching cen- 
ter and the hospital providing a diploma program 
for student nurses? Most hospitals stem traditionally 
from charitable beginnings, and, because of these 
dedicated and humble headwaters, a certain sacri- 
fice was expected and few personnel “extras” be- 
came available. 

The hospital worker, particularly in a university 
center, comes usually from a lower socioeconomic 
group and is fitted into a low wage scale. Many in 
this group are aged or are physically marginal, if 
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HOSPITAL EMPLOYEES—CORRIDOR CONSULTATIONS OR 
HEALTH MAINTENANCE? 


Jean S. Felton, M.D., Oklahoma City 
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The creation of an employee health pro- 
gram in a hospital is a logical step in the pro- 
vision of a fringe benefit to underpaid and 
frequently aged and disabled workers. The 
needs for medical surveillance in the hospital 
situation are multifold and relate to the built- 
in hazards of the operation of patient care. 
These hazards include infectious disease 
(tuberculosis, Q fever, homologous serum 
jaundice, staphylococcic infections, and other 
bacterial, viral, rickettsial, parasitic, and 
fungus disorders), contact dermatoses, ioniz- 
ing radiation, and patient-induced trauma 
and other injuries. Estimation of the work 
capacity of applicants for work, medical prep- 
aration of accepted applicant for work, 
maintenance and improvement of health 
status of employees, medical supervision of 
the work environment, and medical care for 
illness and injury, compromise an ideal health 
service. 


not definitely handicapped, persons. Little is offered 
in the form of fringe benefits in lieu of adequate 
monetary compensation. The hospital industry is not 
the most modern, and only recently have some of 
the institutions installed machine record systems, 
electronic cost accounting methods, or other time- 
saving and labor-saving devices common to indus- 
try. Fringe benefits seem to have escaped the aware- 
ness of administrators; in 1957, these benefits (non- 
wage payments ) in all industries came to 49.5 cents 
per employee per hour.’ Yet, these employees can 
be as much of a health hazard to the patients, stud- 
ents, and each other as any miscellaneous, unexam- 
ined group of visitors to a hospital. In only 21 of the 
62 medical centers surveyed were the workers given 
chest examinations roentgenographically. Many of 
the persons currently in medical job categories are 
those with high disease attack rates, and many were 
formerly employed as domestics, whose “private 
physicians” are usually the outpatient departments 
of university or private hospitals. Further, it is not 
uncommon for semiskilled paramedical personnel 
and even professional nurses to hold two jobs, fre- 
quently working 16 hours in a single day. This re- 
sults in some of the undesirable sequelae of “moon- 
lighting,” and both health and efficiency in job 
performance can become impaired. 
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Recent Action and Existing Programs 


A. M. A.-A. H. A. Action.—For two vears, a joint 
committee of the American Medical Association and 
the American Hospital Association has met to out- 
line some principles for the establishment of health 
services in hospitals. Produced finally, with the ap- 
proval of the Board of Trustees of the A. H. A. and 
the House of Delegates of the A. M. A. (Mav 19, 
1957), was the document, “Guiding Principles for 
an Occupational Health Program in a Hospital 
Emplovee Group.” 

In its foreword it is stated, “Emplovees in hospi- 
tals are entitled to the same benefits in health main- 
tenance and protection as are industrial emplovees. 
Therefore, programs of health services in hospitals 
should use the techniques of preventive medicine 
which have been found by experience in industry to 
approach constructively the health requirements of 
emplovees.” The purposes and scope of such a 
service are outlined, and the required personnel 
and facilities are discussed. 

It has been questioned why one decants off this 
special group for occupational health consideration 
without doing the same for other categories of work- 
ers in other industries. A member of the Council on 
Industrial Health expressed it succinctly when he 
said, “In some hospitals, emplovees are like the 
cobbler’s children who have no shoes—they have 
inadequate health protection in an institution of 
healing.” In an establishment where there can be 
225 different job classifications, from custodian to 
superintendent, there are the same needs for pre- 
ventive health maintenance of the personnel as in 
any plant, warehouse, research laboratory, depart- 
ment store, or utility company, and perhaps more 
because of certain hazards peculiar to its operation. 

The A. M. A.-A. H. A. publication describes in 
general the kind of program envisioned for hospital 
installations, and it will not be necessarv to repeat 
its premises or primary points. However, it is felt 
that one can emphasize the objectives of such a pro- 
gram, and these can be stated as follows: to increase 
the health of the hospital worker, to increase effi- 
ciency, to minimize illness-absenteeism, to improve 
emplover-emplovee relationships, to identify job- 
related personnel problems for resolution, to  in- 
crease the morale of hospital personnel, to improve 
methods of placement, to lower emplovee turn- 
over, to promote safety, to lower the cost ratio of 
insurance, and, whenever possible, to initiate and 
carry on research germane to the clinical situation. 

Is the Concept New?—What makes one hospital 
more progressive, more far-seeing, and more con- 
cerned about its staff than another? This question is 
not answered by a single social diagnosis. Some 
administrators have been unexposed to industry's 
methods of recruiting and retaining personnel with 
all the adjuvant devices required to build a sense of 
purpose and a feeling of personal responsibility into 
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the job, such as service pins, incentive award sys- 
tems, increasing vacations with length of service, 
channels for grievances, and the symbols of office, 
be they shoulder patches, uniforms of distinctive 
color, or name plates on desks. 

Perhaps the absence of a tangible visible product 
gives the emplovee less with which to identify his 
labors, and it is difficult to understand or look on 
“patient care” as the end result of his efforts. The 
absence of a profit, the lack of a sales record, the 
missing force of commercial competitiveness—all 
may create in the minds of the managerial group 
the belief that a hospital is “different” and requires 
little of the compensating human relations elements 
of a profit-making enterprise. But any organization 
whose function is based primarily on human inter- 
action will have greater need for modern personnel 
methods than a company engaged solely in distribu- 
tive activities or raw material procurement. The 
stereotvpes of the hospital staff—the money-de- 
manding business office cashier, the threatening 
unwelcoming receptionist, the “how are we. this 
morning? nurse, and the visionless dust-leaving 
maid—are still in sufficient number in healing cen- 
ters as to alienate many current and potential pa- 
tients. Were there no need for considering hospital 
staffs different from industrial groups, why would 
such books as “Give and Take in Hospitals,” “Diag- 
nosing Human Relations in Organizations—a Case 
Study of a Hospital.” “Human Problems of a State 
Mental Hospital,” “Role Relations in the Mental 
Health Professions,” or “Change and Dilemma in 
the Nursing Profession,” be undertaken, or why 
would such articles be indicated as “Humanizing 
Hospitals.” “Human Relations in Hospitals,” “Keep- 
ing Emplovees Satisfied,” “What Nurses Like and 
Dislike About Their Jobs,” or “Workers’ Morale Re- 
lated to Supervisors’ Orientation in Human Rela- 
tions’? That this awareness has been increasing 
points up the necessity for patterning some of the 
hospital's methods of operation after the more suc- 
cessful institutions in commerce and industry. 

Existing Programs.—Some hospitals have recog- 
nized their responsibilities in the area of emplovee 
health and have provided facilities for this. Beth 
Israel Hospital in Boston, St. Vincent's Hospital in 
New York, Mount Sinai Hospital in Cleveland, Beth 
Israel Hospital in New York, New Haven Hospital 
in Connecticut, Wesley Memorial Hospital in Chi- 
cago, and the New England Medical Center in Bos- 
ton are among those which have provided a service 
under such designations as Personnel Health Serv- 
ice, Personnel Health Clinic, Health Service Depart- 
ment, Employee and Student Health Office, Em- 
ployee Health Service, or Health Service. 

The research committee of the Hospital Person- 
nel Association submitted questionnaires on_ this 
subject to 60 members of its organization and re- 
ceived 36 replies, representing 28 New York area 
hospitals and 8 in New Jersey. Of this group, 34 had 
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employee health programs, most of these offering 
physical examinations, laboratory tests, emergency 
care, and health insurance. In 1955, a group of hos- 
pitals in Massachusetts was surveyed, and in a 66% 
return (99 responding out of 150), health services 
were found to be maintained in 56. 

Some institutions have completely divided serv- 
ices, so that one program is offered to students 
(medical and graduate), another to student nurses, 
and a third to employees. Frequently, when a hos- 
pital is part of a municipal government the em- 
ployees’ health service is a segment of the program 
provided for city employees. Specialty hospitals 
require different types of preventive care, so that 
at the National Institutes of Health, where there is 
an unusual concentration of potentially hazardous 
work exposures, the Employee Health Service is 
tailored to meet the needs of 5,000 investigators 
and their staffs working in the seven institutes, the 
hospital, and the four special divisions comprising 
this large medical research center. 

At the Institute of Living, Hartford, Conn., a 
large psychiatric hospital of 988 employees, 185 of 
whom reside on the grounds, a personnel physician 
and a full-time personnel nurse exercise employee 
health functions. An internist has a comparable as- 
signment at the C. F. Menninger Memorial Hospi- 
tal, Topeka, Kan. In the Veterans Administration 
hospitals, centers, and regional offices, employees’ 
health and emergency treatment programs are au- 
thorized to foster health improvement measures, 
and there is assigned a qualified physician to act as 
personnel physician. 


Indications for Health Programs—Occupational 
Hazards 


The needs for medical surveillance in the hos- 
pital situation are multifold and relate to the pe- 
culiarly built-in hazards of patient care. Specific 
areas of occupational health risk exist, different 
from other worksites, with the possible exceptions 
of laboratory and field research, pharmaceutical 
manufacturing, and nonmedical radiography. To 
be considered here are infectious diseases, derma- 
toses, radiation hazards, and patient contacts and 
trauma. 

Infectious Diseases.—The risk of tuberculosis to 
medical and nursing personnel has been recognized 
since 1889, when the high death rate in the Catholic 
nursing orders in Germany was commented upon 
by Cornet. In a study of the period 1864 to 1889, he 
observed that a 17-year-old girl entering hospital 
nursing died 21% years earlier than a comparably 
aged girl in the general population. Tuberculosis 
was estimated to account for 63% of the deaths 
among the nursing nuns. 

Many groups have been examined and followed 
up since these early epidemiologic efforts, and lon- 
gitudinal studies involving large numbers of persons 
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have been in progress for many years. In a study 
conducted at the University of Minnesota, of 5,304 
student nurses who graduated from 1930 to 1954, 
15.2% had been infected before admission. Of the 
remaining 4,497, infections were acquired by 1,020 
(22.7%). In the classes from 1930-1942, of the 1,619 
who were uninfected on entry 575 (35.5%) devel- 
oped positive reactions on tuberculin testing. In the 
1943-1949 classes, there were 1,876 uninfected on 
entry, and of these 324 (17.3%) converted. Of 1,002 
nonreactors after 1949, 121 (12.1%) converted. All 
of these had multiple primary lesions; about 3.5% 
developed clinical tuberculosis; and there were 
seven deaths. 

Experience with U. S. Navy nurses was reviewed 
for the period 1941-1950,* and in this time 100 were 
admitted for treatment of active tuberculosis. Al- 
though the disease was officially accepted as duty- 
related, the authors were not convinced that infec- 
tion had occurred during naval service. 

An extensive literature survey by Eleanor C. 
Connolly of the National Tuberculosis Association 
led to these conclusions in 1950: 


1. The statement that extremely high infection rates 
prevail among medical students and_ particularly among 
nurses cannot be refuted on the basis of present studies. 2. It 
is difficult to attribute higher tuberculosis morbidity rates to 
hospital personnel than to the general population of com- 
parable age because of the diversity of methods employed in 
determining morbidity. Many authorities writing on the sub- 
ject, however, believe that tuberculosis represents an occu- 
pational hazard for the hospital worker. Tuberculosis case 
fatality rates among hospital personnel are extremely low. 
3. Some studies indicate that persons originally nonreactors 
develop tuberculosis more frequently than reactors. Other 
studies show no correlation between ultimate development 
of tuberculosis and the original tuberculin reaction. Most 
studies indicate excessive morbidity in a relatively brief pe- 
riod of time after development of a reaction to tuberculin. 
4. Responsibility for further control of tuberculosis in the 
hospital cannot be postponed until future studies of greater 
scope are made. Such postponement would represent an 
academic evasion of the problem since certain defects of the 
environment in many hospitals are already known to exist. 
The routine x-raying of patients admitted to general hos- 
pitals, the maintenance of aseptic techniques, and a rigid 
policy of routine observation of personnel in an effort to de- 
tect early evidence of lesions seem to be three minimum 
requirements of any control program. 5. Finally, even though 
morbidity and mortality in hospital groups may be low, 
tuberculosis must be considered in terms of a chronic disease. 
Because of the time consumed in treatment, the implications 
of such a disease are never simple even for the person whose 
case is uneventful and concludes with recovery. Certainly, 
the hospital, of all institutions, should utilize every practical 
means to avoid even one case of tuberculosis. 


Brahdy has lamented the lack of control of ex- 
posure to tuberculosis in hospitals and has accred- 
ited this failure to “insufficient examinations and to 
faulty case-finding technique.” For correction, he 
advocates an examination program of all hospital 
employees, dual reading of films, and the designa- 
tion of one physician as hospital epidemiologist. 
Those employed in laboratory and hospital mor- 
tuary work were observed to experience an attack 
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rate from tuberculosis severe enough to lead to an 
illness-absence from work three times higher than 
that for laboratory personnel not exposed.” 

Tuberculosis as an occupational disease has be- 
come the cause ef claims before workmen's com- 
pensation boards and commissions. As an example 
of such action, the Superior Court of Pennsylvania, 
on appeal of a nurse who had developed tubercu- 
losis, pointed out that “the incidence of acquiring 
tuberculosis among general hospital personnel is 
higher than that of the general population because 
such personnel come in contact with unrecognized 
pulmonary tuberculosis and fail to take the pre- 
cautionary measures that hospital personnel in tu- 
berculosis sinatoriums take as a matter of routine.” 
The court held that the Occupational Disease Act 
of that state should be construed liberally in favor 
of the emplovee, and the award of the lower court 
was affirmed.® From 1942 through 1955, 90 em- 
ployees of the Los Angeles County Hospital re- 
ceived compensation for tuberculosis. (The inci- 
dence among those exposed, such as physicians, 
nurses, and laboratory technicians, was six times 
that of clerical and other nonexposed personnel. ) 
This is costly to hospitals, for it can involve any or 
all of the payments for work time lost, medical care, 
death benefits, and funeral costs. 

Other infectious diseases appear among hospital 
employees as occupationally incurred, and these 
have included Q fever among 47 laboratory workers 
at the National Institutes of Health. Sulkin and Pike 
collected data regarding the occurrence of labora- 
tory-acquired infections in the United States, and re- 
ported on 1,342 such infections, which involved re- 
search institutes, public health laboratories, hospital 
laboratories, manufacturers of biologicals, agricul- 
tural and veterinary schools and experimental sta- 
tions, colleges and medical schools, and clinical lab- 
oratories. The attack rate was 0.5 per vear per 1,000 
in a population of almost 121,000 estimated to be at 
risk annually. The types of personnel acquiring dis- 
ease included trained scientific personnel, animal 
caretakers, janitors and dishwashers, students (not 
engaged in research), and others, including clerks, 
maintenance workers, and visitors. The types of in- 
fection were bacterial, viral, rickettsial, parasitic, 
and fungus. 

Since 1943, considerable attention has been given 
certain aspects of infectious hepatitis and homol- 
ogous serum jaundice, particularly when these are 
acquired through accidental transfer via parenteral 
infusions and immunizations. Hospital employees 
whose work exposes them to infected blood are sub- 
ject to these occupational diseases, and 16 hospital 
workers ‘—blood bank personnel, physicians, nurses, 
laboratory technicians, and a dentist—were reported 
as developing homologous serum jaundice while 
engaged in duties which exposed them regularly to 
the possibility of accidental parenteral inoculation 
of blood or its derivatives. 
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Of tremendous contemporary significance is the 
incidence of staphylococcic infections in hospitals, 
with strains resistant to antibiotic therapy. Whereas 
institutional epidemics in the past have not involved 
the personnel, these virulent organism strains par- 
ticularly have produced boils, but without the de- 
marcation usually characteristic of these lesions." 
These epidemics have become sufficiently wide- 
spread as to have led to a Conference on Staphylo- 
coccus Infections in the Hospital and Community 
sponsored by the American Medical Association, 
held in Cleveland, Nov. 14, 1957, and have been 
described in hospitals in Pennsylvania, Texas, Ohio, 
California, New York, and Massachusetts. A high 
percentage of carriers has been found among hos- 
pital workers, and a newly intensified awareness of 
the importance of environmental cleanliness has 
been created. In various hospitals, members of the 
staff demonstrated an incidence of carriage of the 
predominating strains in mass infections from 6.7 to 
17.7%.° Langmuir, with some conviction, has stated 
that the sources of these infections were to be found 
among the patients and the attendants, including 
the physicians. He adds, “More subtle and perhaps 
equally dangerous is the infected but healthy car- 
rier among the attendants.” 

Dermatoses.—Skin reactions to medicaments and 
other contactants in the course of professional work 
have been known for years. With each new material 
introduced, nurses and physicians—but particularly 
the former, as they are more frequently engaged in 
the preparation of the material for the patient—will 
develop a morbid dermal response to the agent. 
There have been sensitivities reported to local an- 
esthetics and to antibiotics (including penicillin, 
streptomycin, and dihydrostreptomycin). To cite 
one study made in England," 70 local health au- 
thorities and 76 chest hospitals and sanatoriums 
were queried as to the presence of sensitivity re- 
actions of nursing personnel to antibiotics. Reported 
were 256 workers—a total of 1,470 was at risk— 
including members of the medical staff, the hospital 
nursing staff, district nurses, and hospital dispens- 
ers, who had developed reactions to streptomycin, 
penicillin, chloramphenicol, and p-aminosalicylic 
acid. An example of a relatively new agent to be 
added to the list of dermatogenic medications is 
chlorpromazine, a strong cutaneous sensitizer, and 
several case reports have appeared describing the 
contact dermatitis resulting among nurses, dentists, 
and pharmacists. 

Other agents have led to contact dermatitis in 
professional persons, such as isoniazid and benzi- 
dine. Radiodermatitis is common in physicians, but 
less of this is being encountered in the more re- 
cently trained radiologists and dermatologists. 

Radiation.—The introduction of radioisotopes into 
hospital use has added to the radiation sources of 
radium, radon appliances, and x-ray equipment to 
which hospital workers are exposed. Health physics 
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was developed during World War II as a separate 
discipline to guide workers in radiologic protection. 
More particularly should these protective measures 
be extended to hospital personnel other than radiol- 
ogists, physicists, radioisotope laboratory technicians, 
and others who are potentially exposed to ionizing 
radiation. This includes operating room personnel, 
nurses, nurses’ aides who hold or position infants 
for diagnostic radiography, and dental technicians. 
Measurements made of exposures received by sur- 
geons and hospital personnel assisting in cysto- 
urethrography, cerebral angiography, angiocardiog- 
raphy, femoral arteriography, aortography, cardiac 
catheterization, bronchography, and similar studies 
“demonstrated that safety habits were poorly devel- 
oped in a majority of non-radiological personnel.” '' 

The preparation and use of radium and the use of 
fluoroscopy afford a much greater risk of over- 
exposure to radiologists than diagnostic roentgenog- 
raphy. One radiologist. was receiving between 0.2 
and 0.5 r per day, and calculations showed that, 
based on his daily work load, he had received 250 
to 500 mr total-body irradiation each day over a 
period of 20 years. A “routine” blood cell count 
revealed leukemic cells in his peripheral blood. 
Barrett,'* who observed this radiologist, estimated 
that, in the average case of carcinoma of the cervix 
with insertion of radium, the following radiation is 
received: total body, 35 mr; right hand, 150 mr; 
right arm, 80 mr; fingers of right hand, 200 mr; 
fingers of left hand, 150 mr; and left arm, 75 mr. 

In working with patients who have been adminis- 
tered radioisotopes, Brucer '* has cited the following 
exposure values: “The amount of radiation exposure 
to an attendant remaining close to the bed-side of 
high dosage patients is considerable. At approxi- 
mately 1 meter from the patient during the entire 
course of intra-cavitary gold therapy, over 10 r of 
400 kv. radiation was calculated. Hence, a nurse 
sitting next to the patient could be expected to 
absorb 1 r of total body exposure in three days. The 
nurse of a patient treated with 100 mc. of iodine 
would receive about 1 r of exposure in five days, and 
with 50 me. of gallium, the nurse could be exposed 
to 1 r in about two days.” 

Exposures, other than therapeutic, exist when 
pathologists examine the bodies of patients who 
have received radioisotopes, and specific precau- 
tionary measures have been prescribed for those 
performing autopsies on such bodies, where there 
may be 5 me. to over 30 mc. of activity.'* Personnel 
monitoring of a dermatology staff in a university 
hospital has been described,’* and, in one member, 
overexposure had been recorded. 

With the public apprehension over radioactive 
fall-out intensifying the concern about exposure to 
the usual radiation sources—and this “public” in- 
cludes medical students and hospital workers to a 
surprising degree—every precaution needs to be 
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taken to insure the minimal exposure required for 
screening, diagnostic radiography, or therapy, to 
both personnel and patients. 

Patient Contacts and Trauma.—In psychiatric hos- 
pitals there is an inherent risk in the daily nursing 
care situation involving disturbed patients. In a 
1,200-bed mental hospital which I had visited as a 
consultant, the record of injuries sustained by staff 
members gave evidence of considerable trauma to 
the personnel. There were 46 injuries in one month 
recorded involving no loss of time, and, of these, 
27 (58%) related immediately to the kind of patient 
receiving care. In the terminology of the records, 
these were the notations: struck by disturbed pa- 
tient, 6; restraining combative patient, 3; packing 
upset patient, 2; separating fighting patients, 2; 
struck by patient, 2; struck by resistive patient, 2; 
attempting to quiet patient, 1; disturbed patient 
threw wastebasket, 1; dressing disturbed patient, 1; 
fell when struck by patient, 1; fell while attempting 
to overtake patient, 1; putting cuffs on patient be- 
ing held on floor, 1; restraining disturbed patient, 1; 
restraining patient, 1; taking combative patient to 
hydrotherapy, 1; and undressing resistive patient, 
1—a total of 27. 

These were events in an extremely well-run teach- 
ing psychiatric hospital—not an establishment redo- 
lent of the crudities of bedlam. The statistics re- 
leased by the United States Department of Labor 
pointed up the finding that in mental hospitals the 
injury frequency rate (average number of disabling 
injuries per million hours worked ) is the highest of 
all hospitals (15.3)—tuberculosis hospitals 11.7, spe- 
cial hospitals 11.3, general hospitals 6.5, and aver- 
age for all reporting hospitals 8.6. Dr. Winfield 
Overholser, Superintendent of St. Elizabeth's Hos- 
pital in Washington, D. C., has commented on the 
situation in mental institutions: “The safety and 
welfare of its patients and employees are of pri- 
mary concern to St. Elizabeth’s and other mental 
hospitals . . . a meeting was held at the hospital to 
consider safety measures in the handling of dis- 
turbed patients, a small but troublesome fraction of 
any mental hospital's population. We hope that ad- 
ditional meetings will provide an impetus for fur- 
ther study and consideration of the problems in- 
volved, with more effective means to their solution.” 

The injury frequency rate increases with the size 
of the hospital but peaks at 13.5 for hospitals with 
1,000 to 2,499 employees; in mental hospitals, too, 
the highest frequency rate of 21.0 is encountered in 
institutions with 1,000 or more employees. 

By operating division, the highest injury fre- 
quency is encountered in the plant operation and 
maintenance division (12.7) and the highest specific 
area within the professional care division for all hos- 
pitals is the nursing service departments (9.1). A 
distribution by occupation shows these frequencies 
(per million hours worked ): attendants, 19.1; prac- 
tical nurses, 8.1; nurses’ aides, 7.5; orderlies, 7.5; 
registered nurses, 6.9; and student nurses, 2.3. 
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The average for this group was 9.1. The greatest 
number of injuries sustained by nature of injury 
was in the category “strains and sprains” (33.4), 
but outstanding was “occupational diseases,” which 
accounted for an injury severity rate (average num- 
ber of days lost per disabling injury) of 441. Into 
this group would come occupationally incurred in- 
fectious diseases, for example. The hand or finger 
involved the greatest percentage of all disabling 
injuries by body part injured (22.0%). 

Other hazards productive of injuries to hospital 
personnel are these: slippery floors, spilled liquids, 
explosive mixtures from oxygen and the gas or vapor 
of anesthetic agents, improperly marked exits or 
entrances, inadequate venting of cooking equip- 
ment, volatile solvents in laboratories and electrical 
repair shops, insertion of glass pipets into corks, 
sterilizers and autoclaves, lifting of patients, glass 
wmpuls, storage of chemicals, and the use of organic 
and inorganic insecticides. 

The fact that most hospitals are nonprofit organi- 
zations has not precluded the administrative prob- 
lems of workmen's compensation insurance, for hos- 
pital employees will file claims with the same alac- 
rity as any other group. For example, a stenographer 
in a Florida hospital worked in a room where there 
were two exposed metal pipes and an electric outlet 
in the floor. Rainfall from a thunderstorm came 
through the ceiling and settled on the floor. Even 
though her feet were wet, she continued working, 
and then lightning struck. She became “paralyzed” 
and could not remove her hands from the type- 
writer. There was two months of hospitalization, 
and the claim was allowed, the court ruling that 
even if there were no bodily injury the employee 
did suffer severe shock and mental strain.'* 

In another instance, a nurse, after two months’ 
work in a poliomyelitis ward, acquired the disease. 
The hospital claimed there was no accident, but the 
court held that this contention had no validity and 
that there was a causal connection between the con- 
ditions under which the work was required to be 
performed and the resulting injury claim allowed."’ 


The Physically Disabled Employee 


Hospitals have utilized physically limited person- 
nel and have been encouraged to do so by both 
hospital administrators and those interested in re- 
habilitation. A study conducted to demonstrate cur- 
rent hospital employment practices regarding dis- 
abled persons showed that 86 respondents out of 
102 claimed that if the hospital had a lack of appli- 
cants for employment then they would willingly 
hire disabled persons for certain jobs. Responses 
from 35 nongovernment general hospitals without 
religious affiliations showed an average of 9.62 dis- 
abled employees per hospital, and in 29 which were 
controlled by religious groups the average was 7.59. 

Of 1,003 disabled employees in the institutions 
studied, 188 were in clinical services, 163 in the 
housekeeping departments, 111 in the business 
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offices, 107 in the dietary departments, and 96 in 
maintenance. By type of disability, among 1,047 
employees, tuberculosis was first with 41.83%, ortho- 
pedic conditions (excluding amputations) 15.09%, 
cardiac conditions 9.93%, impaired hearing 6.77%, 
visual impairments 6.30%, mental disorders 6.21%, 
amputations 3.82%, neurological conditions 2.96%, 
epilepsy 1.53%, and others 5.44%. The tuberculosis 
hospitals had an average of 35 disabled employees 
per hospital, and 86% of these were former tuber- 
culosis patients. 

Dr. Howard Rusk has sought the employment of 
disabled individuals by hospitals and has cited 
examples of persons with congenital anomalies, gas- 
tric resections, laryngectomies, heart disease, diabe- 
tes, and stable tuberculosis, as successfully placed 
in positions, in addition to blind workers. This 
group is helping to resolve the critical shortage of 
hospital personnel. A survey of several Catholic 
hospitals demonstrated that persons with such con- 
ditions as amputations, blindness, arthritis, deaf- 
mutism, convulsive disorders, hypertension, mental 
retardation, rheumatic fever, and lower extremity 
paralyses had been employed and were working 
capably with “no job adjustment needed.” 

The reason for throwing light on this employment 
segment is to point up the facts that these physically 
marginal persons are filling the job demands, that 
their activities do not impair their health status, and 
that physiological, pathological, or senescent 
changes are appraised and are the functions of an 
employees’ health service. To maintain such a staff 
in optimal health is not an activity which can be 
delegated to hospital corridor practitioners; a serv- 
ice must be established for accurate preplacement 
physical inventories and job adjustment reviews at 
reasonable intervals thereafter. 


Hospitalization Usage 


The experience had by hospitalization insurance 
underwriters in the use of inpatient care facilities 
by hospital employees is difficult to document. 
However, the history of one large hospital group 
which carried this type of coverage for its members 
and their families is positively known. Because of 
excessive use, the benefits were lessened, the equiva- 
lent of up-rating the premium. Whereas the average 
number of days per hospital stay, for the period of 
compurison, for all members of the assured group 
was 6.4, the hospital employees comprising the sub- 
segment utilized half again as many days per stay, 
whether they elected to enter their own hospital 
(i. e., where they worked) or went to other institu- 
tions in the community. 

No explanation is offered for this except that in 
the case of teaching hospitals the stay usually is 
increased. This is mentioned, however, because 
some control over excessive illness-absence can be 
exercised by an energetic health service. As all with- 
drawals from the work scene are costly, the health 
program, through a good rapport with the em- 
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ployees’ physicians, can offer a careful follow-up on 
return to work. This will permit a shortening of the 
absence and a saving in man-hours. 


Labor Turnover in Hospitals 


Personnel directors in hospitals have been aware 
for years of their elevated turnover rate. This has 
been explained by the low salaries offered, the in- 
creased amount of work per individual employee, 
the absence of fringe benefits competitive with in- 
dustry, and the use of hospitals as training areas by 
persons new to work before moving elsewhere to 
better paid positions. If one believes in the analytic 
theory of occupational choice, then one feels that a 
person enters a profession, craft, trade, or occupa- 
tion because of unconscious motivating forces. The 
activities and satisfactions of the job meet the needs 
—neurotic or otherwise—of the individual, and he 
finds himself happier doing one kind of work than 
another. 

In any event, to develop a more effective recruit- 
ing program for one hospital, emphasis was given 
to the reasons for the acceptance of hospital posi- 
tions.’* A survey of five hospitals in New York re- 
vealed the following data: “Among the younger 
workers responding the average worker spent four 
years in the hospital field compared to seven years 
for the 35 to 49 age group and 10 years for the 
oldest group. . . . However, the average younger 
worker reports having worked in 2.1 hospitals prior 
to accepting his present job. The middle age group 
reports having worked at 3.3 hospitals previously, 
while the older group reports a history of 2.6 hos- 
pital affiliations. Approximately 75% of this oldest 
group have worked in industry almost 20 years be- 
fore working in hospitals. They are the old whom 
industry has discarded.” The study of the turnover 
group showed that the majority of those leaving 
after short periods had not finished primary school. 

To continue to look into reasons for leaving, these 
were the stated causes for separation: poor attitudes 
of supervisors and co-workers, 24.2%; shifts and 
hours of work, 19.4%; number of days of work (five 
and one-half or more), 17.5%; insufficient help, be- 
ing overworked, 9.9%; lack of benefits, 8.4%; red 
tape and disorganization, 5.3%; mental work and 
poor working conditions, 4.6%; lack of advancement 
and opportunity, 4.6%; contacts with sick patients, 
3.8%; and frustration when patients die, 2.3%. 

Although low pay allegedly is the reason for 
terminating one’s employment, this item does not 
appear among the 10 given. The purpose of citing 
some of these data is to underscore another indica- 
tion for the creation and execution of an employee 
health program. Such an activity, under imaginative 
and full-breadth direction, can work closely with 
the personnel department in resolving the problems 
weighing on employees which will lead to their 
voluntarily leaving. Through personal counseling or 
guidance in the seeking of professional help, psy- 
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chotherapeutic or medical, the worker who feels 
that the only answer lies in new employment may 
gain sufficient insight to realize the role of conflict 
in his proposed move. He may remain and become 
a more productive and effective staff member. 

A health service focused on symptom-relief solely 
is exercising but a fraction of its therapeutic po- 
tential. Through group discussions with manage- 
ment personnel, conferences on the techniques of 
working with people, and small meetings held in 
democratic fashion and in a permissive milieu, su- 
pervisors can be brought to an understanding of the 
relationship of their own personality deficits to em- 
ployee dissatisfaction, high turnover rates, and low- 
ered efficiency. This is a health service in orbit—not 
a sputtering feeble effort that leaves the launching 
pad only to fizzle into limbo. There are programs of 
this quality in industry that should be introduced 
into the hospital scene. 


Essentials of Student Training Programs 


Another strong reason for the establishment of 
employee health services is to aid the hospital in 
meeting the health requirements as laid down by 
the A. M. A. Council on Medical Education and 
Hospitals for the full spectrum of student training 
categories. With a specifically designed service, 
these obligations can be met. The requirements, as 
listed, follow. 

Internships.—“The hospital should be concerned 
with the intern’s health during his period of service. 
Each intern should be given a thorough physical 
examination including a roentgenogram of the chest 
and routine laboratory studies at the beginning of 
and periodically as might be indicated during his 
internship. A member of the attending staff should 
be assigned the responsibility of acting as personal 
physician to the interns with a readily available 
consultation service provided by other members of 
the attending staff. The hospital should be willing to 
accept a reasonable share of the responsibility for 
the continuing care of long-term illness contracted 
by the intern directly in the discharge of his duties.” 

Medical Record Library Science.—There are no 
requirements stated regarding health of medical 
record librarians. 

Medical Technology.—“Applicants shall be_re- 
quired to submit evidence of good health and suc- 
cessful vaccination, and a report of a medical 
examination should be a part of the students’ 
records. This examination shall include a roentgen 
examination of the chest. Provisions should be made 
for medical care and hospitalization, when neces- 
sary, for a reasonable length of time. . . . / All appli- 
cants should be required to submit a physical health 
report including record of vaccination. All students 
should be given a medical examination as soon as 
practicable after admission and this examination 
should include an x-ray of the chest.” 
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Occupational Therapy.—“All applicants should be 
required to submit a physical health report includ- 
ing evidence of successful vaccination. All students 
should be given a medical examination under the 
supervision of the official school physician as soon 
as practicable after admission and this examination 
should include a roentgen examination of the chest.” 

Physical Therapy.—“It is desirable that qualitative 
standards with reference to academic performance, 
character, motivation and health be applied to 
candidates for admission.” 

Residencies and Fellowships.—There are no re- 
quirements stated regarding health of residents or 
fellows. 

X-ray Technology.—*Applicants shall be required 
to submit evidence of good health and successful 
vaccination. All students shall be given a medical 
examination, as soon as practicable after admission, 
by a physician designated by the school. This exam- 
ination shall include a roentgen examination of the 
chest. There shall be adequate periodic medical 
examination of the student.” 

In the report of the Council on Medical Educa- 
tion and Hospitals submitted by members of the 
House of Delegates of the A. M. A., a revision of the 
“Essentials of an Approved Internship” and the 
“Essentials of Approved Residencies and Fellow- 
ships” was requested. This will incorporate sections 
on “selection of interns” and “selection of residents,” 
and in the former it states that “there should be 
confidence that the interns appointed have the high 
standards of integrity, motivation, industry, re- 
sourcefulness, health and basic medical knowledge 
necessary to take full advantage of the further 
educatiqnal experience offered.” The same statement 
is made in connection with the selection of residents 
and fellows. From this it can be seen that additional 
emphasis is being given to the health status of these 
graduate students who technically are emplovees 
of the hospital. 


The Ideal Program 


What comprises an effective employee health 
program? All of the component parts given here 
need not be considered mandatory for all installa- 
tions—small hospitals and large—but from those 
given a selection can be made which will best fit 
the needs of the institution. These are the elements 
of an ideal health service. 

Estimation of the Work Capacity of Applicants 
for Work.—The following procedures are done in 
the preemployment examination: 1. Preplacement 
medical examination, with taking of medical and 
occupational histories, appraisal of health status by 
physical examination, and performance of special 
examinations. These may include audiometry, visual 
acuity battery by precision instrumentation, chest 
roentgenography (a photofluorogram may be 
taken on all personnel except those previously or 
currently exposed occupationally to ionizing radia- 
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tion or those with excessive past exposure to diag- 
nostic or therapeutic radiation—for these, a 14-by- 
17-in. film should be used), complete blood cell 
count or hematocrit determination and leukocyte 
count, urinalysis, serodiagnostic test for syphilis, 
personality inventory or psychological battery, elec- 
trocardiography, feces examination, blood type and 
Bh factor determination, tuberculin testing, Schick 
testing for young employees, and other examinations 
or consultations as indicated. After these are per- 
formed, a classification of health status is made as 
follows: 1, physically qualified for any position; 2, 
physically qualified for any position, but has minor 
defects; 3, physically qualified for special employ- 
ment only, with one or more specifying restrictions, 
and 4, physically unqualified for position applied 
for. 2. Matching of physical and emotional capac- 
ities of applicant with physical and emotional re- 
quirements of job, 3. Interpretation of findings to 
applicant. 4. Recommendation made to personnel 
director. 

Medical Preparation of Accepted Applicant for 
Work.—lf the applicant is accepted for work, these 
further steps are taken: 1. Completion of subse- 
quent or additional examination procedures. 2. In- 
terpretation of additional results and need for 
medical observation or care. 3. Explanation of 
special occupational health hazards and clinical sur- 
veillance needed. 4. Orientation to services offered 
by emplovee health service. 5. Initiation of immuni- 
zation program. This may include smallpox vaccina- 
tion, poliomyelitis vaccination, typhoid-paratyphoid 
fever vaccination, tetanus toxoid immunization, 
diphtheria toxoid immunization (if indicated) for 
voung employees, BCG vaccination (if indicated ) 
for young employees, and influenza types A and B 
and Asian influenza vaccination. 6. Issuance of 
wallet card providing information on blood type 
and Rh factor, drug sensitivity status, medical 
radiation exposure record, record of immunizing 
injections, and statement on chronic disease, such as 
diabetes or convulsive disorder. 7. Issuance of 
occupational protective eyewear, as indicated by 
job. 8. Establishment of return visit schedule. 

Maintenance and Improvement of Health Status 
of Employees.—The following procedures are in- 
cluded in the health-maintenance program: 1. 
Periodic medical reexaminations. These include post- 
illness, preretirement and prepromotion, reemploy- 
ment, and annual or biennial examinations and pre- 
entrance examinations, if desired, on students in 
teaching centers. 2. Periodic health interviews and 
counseling. 3. Special examinations for certain 
personnel. These are done for executives in the 
health service or by a private physician, food 
handlers, radiation workers, laboratory workers ex- 
posed to volatile solvents or other toxic agents, and 
drivers of motor vehicles. 4. Health education pro- 
gram. A program providing for continuing health 
education may include meetings with groups of 


° 


1862 HOSPITAL EMPLOYEES—FELTON 


employees; procurement, distribution, placement, 
or showing of health education media (e. g., pam- 
phlets, posters, exhibits, and motion picture films ); 
and orientation meetings with personnel prior to 
initiation of a new health service activity. 5. Coun- 
seling for emotional problems. This may include a 
diagnostic interview and/or referral to psychiatrist, 
clinical psychologist, or psychiatric social worker. 
6. Counseling for improved job relationships. This 
may include a diagnostic interview, a conference 
with the employee's supervisor and the employee, 
as indicated, and referral to the personnel director. 
7. Leading of discussion groups among supervisory 
personnel in the area of human relations, ways of 
rectifying impaired work performance, and _tech- 
niques of working with people. 8. Meeting with 
groups of managerial personnel for the resolution of 
administrative or personnel problems. 

Medical Supervision of the Work Environment.— 
A healthful work invironment may be maintained as 
follows:1. Conducting of surveys for identification— 
by location, type, and ingredients—of potentially 
hazardous occupational exposures. This should also 
include determination of inadequacies in the physi- 
cal environment, such as impaired illumination and 
dampness. 2. Determination of ingredients of un- 
identified but suspected toxic work materials. 3. 
Obtainment of consultant services of industrial 
hygienist. Procurement and measurement of samples 
of work room air often must be done. 4. Preparation 
and submission of recommendations regarding cor- 
rective measures or the installation of industrial 
hygiene engineering control devices in the form 
of local exhaust ventilation systems. This is done 
through joint consultation with an industrial hy- 
gienist. 5. Survey of sanitary facilities. This includes 
waste disposal facilities, sources of drinking water, 
food preparation areas, and washing facilities for 
employees. Recommendations on the correction of 
areas failing to meet accepted standards are then 
submitted. 6. Consultation with housekeeping de- 
partment on insect and rodent control. 7. Super- 
vision of ice-making equipment and ice-distributing 
systems. 8. Maintenance of clinical records. These 
should document completely all visits made to the 
employee health service or to clinics, clinical lab- 
oratories, the radiology department, and_ other 
services, on request or through consultation. 9. 
Utilization of clinical records. Statistical summaries 
are made to improve the health status of employees 
as indicated by epidemiologic interpretation. 

Medical Care for Illness and Injury.—Both occu- 
pational and nonoccupational illnesses and injuries 
must be taken into consideration: 1. Occupational 
injuries. Complete medical care should be given for 
job-connected injuries, either through the health 
service or via consultation with specialists on the 
hospital staff. 2. Occupational illnesses. Complete 
medical care is also supplied for job-connected ill- 
nesses, again, either through the health service or 
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via consultation with specialists on the hospital 
staff. 3. Nonoccupational injuries. Limited or emer- 
gency care will permit the employee, where possi- 
ble, to finish his work shift. Then referral to local 
sources of medical care—of the patient's choice— 
may be made when the condition requires addi- 
tional diagnostic procedures or prolonged therapy. 
4. Nonoccupational illnesses. Again limited care may 
be given to permit the employee to finish his work 
shift, and referral may be made to local sources of 
medical care—of the patient’s choice—for conditions 
requiring additional diagnostic procedures or pro- 
longed therapy. 

Services to Management.—Consultant service on 
the selection and operation of hospitalization in- 
surance or on medical major insurance programs is 
useful. Consultant service on industrial relations 
criteria of efficiency—absenteeism, labor turnover, 
and effective work performance—may also be given. 


Comment 


Obviously, the limited health service of a small 
hospital will not have need for the enriched pro- 
gram offered above. All of the major activities, how- 
ever, of an energetic service have been given, not 
only for possible inclusion in a new employee health 
program but also to familiarize program planners 
with those activities which are to be found in the 
more productive programs. 

The creation of an employee health program in 
a hospital is a logical step in the provision of a 
fringe benefit to underpaid and frequently aged and 
disabled workers. A well-planned and_ well-exe- 
cuted personnel health program can, through intelli- 
gent use of documented clinical records, provide 
information on the health status of America’s hos- 
pital employees, including physicians, nurses, 
paramedical personnel, and clerical, maintenance, 
and custodial workers. This would provide a solid 
body of knowledge in place of the current rather 
thin supply of pertinent information. 

With a properly established health service unit, 
with its own physical facility, its own clinical 
records, and its especially assigned personnel, the 
custom of corridor consultations can be eliminated 
from the hospital scene. Physicians are uncomfor- 
table in attempting—apart from emergency or dis- 
aster situations—medical care outside the usual 
milieu of a consultation room or treatment room. A 
better service will result with the creation of a 
health service, and many of the hospital personnel 
problems can be resolved when an adequate health 
service is extended to the area of interpersonal re- 
lations among hospital employees. Health main- 
tenance of the hospital staff is perfectly feasible, 
and, when medical practice is removed from the 
hallway, the rest room, the doctor's lounge, and 
the lobby, the employees themselves and _ their 
supervisors will realize the worth of this progres- 
sive step. 
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A creditable service can be rendered by the gen- 
eral practitioner interested in executing these func- 
tions in small hospital installations. The develop- 
ment of a health service for hospital emplovees is 
urgently recommended for consideration by all 
hospitals, medical research laboratories, medical 
centers (a centralized employee health service can 
serve individual components of a medical center ), 
and large outpatient clinics, so that this heretofore 
neglected personnel group can share the advantages 
of progressive contemporary occupational medicine. 


Summary 


The hospital industry of the United States, com- 
prising 1,375,000 employees, an annual payroll of 
4 billion dollars, and an annual expenditure of 6 
billion dollars, offers little to its emplovees in the 
way of preventive medical programs at work. The 
hospital worker—frequently underpaid, older, and 
physically marginal—has not shared in on-the-job 
health services as have employees in American 
manufacturing industry. 

The American Medical Association and the 
American Hospital Association have outlined guid- 
ing principles for health services in hospitals which 
can aid in the creation of occupational health pro- 
grams. Health services for hospital emplovees are 
needed and have been provided in some of the larg- 
er institutions of the Northeast, some dating back as 
far as 20 vears. Programs have been encountered in 
large psychiatric hospitals, Veterans Administration 
facilities, and research establishments where haz- 
ardous work exposures exist. 

The needs for medical surveillance in the hospital 
situation are multifold and relate to the built-in 
hazards of the operation of patient care. These 
hazards include infectious disease (tuberculosis, 
Q fever, homologous serum jaundice, staphylococcic 
infections, and other bocterial, viral, rickettsial, 
parasitic, and fungus disorders), contact derma- 
toses, ionizing radiation, and patient-induced trau- 
ma and other injuries. Occupationally incurred ill- 
nesses and injuries have led to the presenting and 
contesting of claims before workmen’s compensation 
boards and commissions. 

The utilization of physically disabled emplovees 
in hospitals indicates further the need for a health 
service to assure accuracy in their placement and 
job adjustment. There is some evidence to indicate 
that hospital emplovees overuse hospitalization in- 
surance, and a health service could exercise some 
control in this area. 

Because of a high labor turnover in hospitals, an 
imaginative employee health program could study 
the reasons for voluntary separation of employees 
and, through close liaison with the personnel di- 
rector and the managerial staff, endeavor to identify 
the causes of excessive turnover. Through group 
discussion or individual counseling, it could lower 
this costly budget item. 
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The A. M. A. Council on Medical Education and 
Hospitals has outlined specific health requirements 
for interns, medical technologists, occupational 
therapists, physical therapists, and x-ray technicians, 
and the presence of a health service would allow 
compliance with these requirements. 

An ideal program is built in the general areas of 
(1) estimation of the work capacity of applicants 
for work, (2) medical preparation of accepted ap- 
plicants for work, (3) maintenance and improve- 
ment of the health status of employees, (4) medical 
supervision of the work environment, (5) medical 
care for illness and injury, and (6) services to 
management. 
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The effect of significant actual trauma on the back 
is not difficult to diagnose, and the treatment is well 
standardized, whether medical, surgical, neurolog- 
ical, orthopedic, or a combination of these. Tempo- 
rary aggravation of preexisting back conditions or 
emotional attitudes is a topic for another essay and 
is purposely omitted. 


Factors in Trauma to the Back 


One example of significant trauma should suffice 
to illustrate this: Suppose a fracture of lumbar trans- 
verse processes occurs in which the continuity of the 
bone is disrupted, the lumbar muscles and liga- 
ments attached thereto are torn and disrupted, and, 
often, a palpable hematoma forms. Here then is se- 
vere spinal trauma. 

What is the expected course of tissue repair? It 
progresses steadily toward healing with restoration 
of continuity of bone, muscles, and ligaments. Some 
scar tissue may form to complete the restoration of 
continuity. After an injury of this kind, it is possible 
to predict an end to the disability. Here is a severe 
injury of the back which does not result in chronic 
traumatic myositis, fibrositis, arthritis, or granulom- 
atous inflammation. 

If, in addition, a spinal joint is torn asunder, 
then a traumatic arthritis may, and often does, re- 
sult. It should be pointed out that it takes severe 
and obvious actual trauma to disrupt a spinal joint, 
and it is usually demonstrable by x-ray. Similarly, 
severe trauma is necessary to cause a disruption of a 
healthy normal spinal muscle or ligament, either in 
continuity or from its attachments. The course of 
traumatic arthritis of a disrupted spinal joint is 
toward healing by bony bridging and ankylosis, not 
toward further deterioration and chronicity. 

Let us consider the dogma of “wear and tear,” so- 
called microtrauma, as a cause of osteoarthritis of 
the spine. All normal human beings walk erect and 
use the spine daily in a multiplicity of ways. This 
disease affects women about three times as often as 
men and appears in the latter years of life; it does 
not affect the entire human race, but only about 7 
to 10%. It is not found any more often in one type 
of occupation than in another. The cause is still un- 
known, and although it will be discovered someday 
it will not be found to be due to microtrauma, or 
wear and tear. No one has ever reproduced it by 
actual mechanical trauma either in experimental 
animals or in man. 

Some of the more common forms of rheumatic 
diseases which affect the spine during the years of 
employment are fibrositis, myositis, bursitis, gout, 
and rheumatoid spondylitis. Even these affect only 
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Pain in the back is the most common single 
reason given for occupational disability, and 
it is generally ascribed to actual injury to the 
vertebral column. The workman does not have 
to have any witnesses; he may neglect to re- 
port an occurrence to his employer, or he may 
think back to some indefinite date within one 
year to establish the basis for a claim of a 
work injury. An individual educated in legal 
and medical matters by such an experience 
may become a repeater, and for some this 
becomes a way of life. None of the rheumatic 
diseases have ever been created by slight or 
severe mechanical trauma in experimental 
animals or human beings. Many improbable 
medical decisions have been made by lay 
commissions in ignorance or disregard of this 
fact. It is believed that closer study and more 
precise diagnosis of back complaints will alter 
the statistics in this branch of occupational 
medicine. 


a small percentage of the 11 million Americans 
who are afflicted with arthritis and related rheu- 
matic diseases. Some of these conditions run a 
course independent of treatment, and some of the 
effects of these diseases are reversible without treat- 
ment. Most of them have a tendency to recur at 
more or less frequent intervals. 


Causes of Chronic Back Disorder 


The so-called problem back occurs most often 
when the element of chronicity arises. A case of 
this kind must have its inception with the first visit 
to the physician. The history of the occurrence re- 
lated by the patient may sound plausible, and too 
often the physician makes no effort to find out the 
body mechanics and physical effects of the occur- 
rence which could have a bearing on the patient's 
complaints. The patient has made his diagnosis 
already on the basis of what he believes happened 
and why he has symptoms in the back. Almost in 
the next breath the physician tells him that he has 
“strained his back,” and if the patient should state 
that he has a pain radiating down one of his legs 
the doctor is quick to add that he “must have a 
disk.” The conclusions of the patient, and of the 
doctor, are then quickly transferred to a Doctor's 
First Report of Work Injury blank and sent to an 
insurance company. No matter what is found in 
the future to controvert this original document, it 
is always staring one in the face during the period 
of litigation. 
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In the absence of a reasonable or provable de- 
scription by a patient of a significant traumatic 
incident, after adequate questioning about the phys- 
ical and mechanical details of the alleged accident 
or occurrence it is important to know if any similar 
symptoms have been noted by the patient prior to 
this occurrence, if he has received any prior com- 
pensation or award of disability for back trouble, 
or if prior treatment for back symptoms has been 
given. The patient's work history, social and eco- 
nomic background, and his mental attitude toward 
the incident are important to discover. 

When back symptoms with prolonged disability 
occur, the initial quick diagnosis of “acute back 
strain” becomes suspect. Chronic back complaints 
are most commonly due to disease, structural ab- 
normality, environmental conflicts, emotional atti- 
tudes, or a combination of one or more of these 
conditions. 

What, then, does one look for in a patient who 
states he felt a pain in his back while doing work 
in which he has been engaged regularly for months 
or years? It is a human trait to believe that pain 
is caused by some act that is being performed or 
by some act that has been performed in the past 
and thought back to as a likely cause. The patient 
philosophizes that there was never anything the 
matter with his back before, so why should there 
be now, and arrives at his own diagnosis that it 
must have been caused by the incident. It would 
never occur to him that there could be an intrinsic 
cause for his pain. It is here that the doctor can 
make his first mistake and go on record as sub- 
stantiating the patient’s description of the occur- 
rence, as well as agreeing with the patient's diag- 
nosis. 

Here we find the primary element of a wrongful 
claim: a quick, totally inadequate history accepted 
without any attempt to determine if any significant 
actual trauma did occur which could cause the 
complaints. 

Some of the most common reasons for this situa- 
tion can be as follows: economic factors, in which 
both the patient and his doctor are involved; an- 
tagonism, such as belief that the boss does not like 
him; anxiety, or fear of losing his job; laziness, 
with unemployment insurance to fall back on, or 
a wife who can work or is working; health and 
welfare fund pressure, including actions to keep 
the fund from bearing any expense which can be 
shoved off on to workmen's compensation carriers; 
antisocial factors, as belief that the economic sys- 
tem is against him and, paradoxically, owes him a 
living; psychic factors, such as a true or malinger- 
ing hysteria; or desire to appear a hero, as after an 
accident where the patient describes how he helped 
to save other workmen from injury, thereby injur- 
ing himself, or saved a piece of valuable machinery 
by injecting himself into the situation in the “nick 
of time,” saving the machine but injuring himself. 
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Compensation Factors 

During the recent 50 years of the industrial age, 
monetary compensation for disability has been 
broadened progressively to cover any symptom a 
workman may have if he can think of an occur- 
rence or exposure. The workman does not have to 
have any witnesses; he may neglect to report an 
occurrence to his employer, or he may think back 
to some indefinite date within one year to establish 
the basis for a claim of a work injury. During this 
industrial era, and before unemployment compen- 
sation disability welfare plans and private health 
insurance plans were so widespread, a traumatic 
etiology concerning back symptoms was progres- 
sively promulgated by labor management and tacit- 
ly supported by a quick medical report without a 
detailed study of the case, with the worker awarded 
compensation by a lay commission. 

There have been so many improbable medical 
decisions made by lay commissions during this era 
that now, when almost every workman is covered 
by health and welfare insurance, it is a running 
battle between industrial insurance carriers and 
health and welfare carriers to place the blame for 
the problem back. During the legal delay, the pa- 
tient has become confused, is penalized by an un- 
justifiable wage loss, suffers a progression of un- 
treated diseases, develops personality and_ social 
disorders, and becomes almost impossible to re- 
habilitate. 

When such a case eventually becomes a matter 
for an award of permanent disability, the monetary 
gain does not always effect a cure. Such an indi- 
vidual, after being so well educated in legal and 
medical matters, often becomes a repeater, and, 
for some, this becomes a way of life. One such ex- 
perience often makes him aware of the fact that, 
after litigation is all over, he did not have a trau- 
matic injury after all and now all he has to do to 
get paid for a few weeks off from work is claim 
his back hurts as a result of some trivial incident 
on the job, regardless of whether he has proof of 
this occurrence. Soon he has another claim on the 
way based on recurrence, aggravation, or exacer- 
bation of a preexisting disability. 


Summary and Conclusions 


None of the rheumatic diseases—fibrositis, myo- 
sitis, bursitis, gout, rheumatoid spondylitis, rheuma- 
toid arthritis, and osteoarthritis—have ever been 
created by slight or severe mechanical trauma in 
experimental animals or in human beings. Recent 
surveys reveal that 7 to 10% of the population of 
the United States is afflicted with these diseases. 
These diseases are associated with dysfunction of 
the reticuloendothelial system, often with the de- 
velopment of granulomatous inflammations in the 
musculoskeletal system in response to specific in- 
animate (chemical or physical) agents, the more 
common being collagen, rheumatoid factor, choles- 
terol, and uric acid, singly or in mixed lesions. 
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The fact that an alleged accident brings a pa- 
tient to the physician and after physical examina- 
tion he is found to have one of these diseases 
should not influence the physician to pass up the 
opportunity to do him a worthwhile service by 
making an accurate diagnosis and so informing the 
patient, instead of reporting a claim of an alleged 
occurrence as being the reason for his back com- 
plaints and disability. 

If a proper diagnosis of back complaints is made, 
I believe the statistics in regard to back injury in 
California will be altered. At the present time, in 
California, one-fifth of all cases of lost time are 
alleged to be due to back injury. It is the most 
common single cause of disability and loss of pro- 
ductive capacity. 


The effect of significant actual trauma on body 
tissue is not a mystery insofar as its course is con- 
cerned. The course of recovery from a simple bruise 
or a major disruption of body tissue, except the 
central nervous system, progresses toward healing, 
resulting either in complete restoration of function 
or in some residual impairment of function by de- 
formity or scar tissue, but without recurrence. 
Trauma does not produce a persistent stimulative 
effect on the cells of the reticuloendothelial system. 
The course of the granulomatous inflammation is 
toward chronicity and recurrences. These lesions 
may be reversible, may end in scarring, or may 
cause total progressive dissolution of tissue or total 
destruction of the individual. 

516 Sutter St. (2). 
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HAZARDS OF THERAPY IN RESPIRATORY DISEASE 
William B. Sherman, M.D., New York 


Since space permits discussion of only a few as- 
pects of respiratory disease, I shall devote it pri- 
marily to the hazards involved in the treatment of 
respiratory insufficiency as seen in obstructive pul- 
monary emphysema and bronchial asthma. These 
two diseases exemplify well some of the problems 
peculiar to the respiratory system. 


Respiratory Insufficiency 


In both asthma and emphysema, the respiratory 
defect is ventilatory; obstruction of the air passages 
and loss of normal elasticity of the lung prevent 
adequate flow of air to and from the alveoli. The 
respiratory insufficiency of emphysema becomes 
acute during respiratory infections, when the in- 
creased secretions further block the already inade- 
quate airways. In asthma, the obstruction is due in 
part to spasm of bronchial muscle and edema of the 
mucosa, but in those cases that terminate fatally, the 
most obvious pathological lesion is widespread plug- 
ging of the smaller bronchi and bronchioles by tena- 
cious mucus. 

Under these conditions of disease, the natural 
protective and adaptive mechanisms of the respira- 
tory system become inadequate and themselves play 
a large part in the symptoms of the patient. The in- 
creased respiratory stimulus as the respiratory cen- 
ter strives to compensate for inadequate aeration of 
the blood is manifested as distressing dyspnea, which 
prevents sleep and keeps the patient in a state of 
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In the treatment of obstructive pulmonary 
emphysema and bronchial asthma it is im- 
portant to avoid certain procedures that may 
further handicap respiratory mechanisms al- 
ready on the verge of exhaustion. Persistent 
respiratory insufficiency is in itself a danger- 
ous state. Drugs that reduce anxiety, relieve 
insomnia, and suppress coughing may be 
physiological luxuries which the patient can- 
not afford; they must be chosen with care and 
given in small or average, rather than large, 
doses. Profound narcosis with any drug is 
dangerous in severe asthma or in emphysema 
complicated by respiratory infection. For 
cyanosis the rational therapy is oxygen, but 
patients receiving it must be watched closely 
for signs of carbon dioxide narcosis. Violent 
reactions to penicillin or even to such simple 
drugs as aspirin are especially likely in pa- 
tients with asthma and may occur in many 
patients with emphysema. Patients with these 
diseases urgently need treatment directed at 
the underlying condition. 


restless anxiety. The cough, less effective because of 
decreased air flow, is unable to dislodge the over- 
whelming accumulation of secretions and_ itself 
often contributes to the dyspnea. 

Persistent respiratory insufficiency due to emphy- 
sema complicated by acute infection, or to status 
asthmaticus, is a dangerous state. The fact that the 
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patient has previously recovered from similar at 
tacks usually leads all concerned to a false sense of 
security, and rapidly fatal respiratory failure may 
leave the physician surprised and the family un- 
aware of the danger. Patients with these diseases 
urgently need treatment directed at the underlying 
condition; measures which merely relieve the symp- 
toms often do so at the expense of suppressing the 
already inadequate protective mechanisms and may 
actually increase the danger of respiratory failure. 


Use of Drugs 


Most of these patients require sedatives, particu- 
larly when sleep is impossible and restlessness is 
increasing the oxygen need. As an adjunct to more 
fundamental treatment, they are of considerable 
value. However, their use involves two related haz- 
ards: (1) the depression of the already fatigued 
respiratory center and (2) the possibility that the 
exhausted and sedated patient may be suffocated 
by his own secretions. The first risk depends on the 
choice of drugs, the second on the doses used. 

The most effective drug for the relief of dyspnea 
and anxiety is morphine. However, its efficacy re- 
sults largely from marked depression of the respira- 
tory center and partly from a false sense of well- 
being. The only local affect on the bronchi is an un- 
favorable one of increasing muscle spasm. It is as 
dangerous as it is effective, and, the more serious 
the condition of the patient, the greater is the dan- 
ger. No doubt its use in the past has contributed to 
a fatal outcome in many cases of asthma. Several 
authors have suggested that it is the principal cause 
of death in asthma. However, avoidance of its use 
has not solved the problem, and other sedatives are 
not entirely free of risk. 

With the increasing reluctance to use morphine 
in asthma, meperidine (Demerol) hydrochloride 
has become popular as a substitute. Pharmacologi- 
cal studies suggest that its use is more rational. The 
depression of the normal respiratory center is con- 
siderably less than with morphine, and some relaxa- 
tion of spastic bronchi may be expected. In severe 
status asthmaticus, it is occasionally useful, when 
used sparingiy in conjunction with drugs relieving 
bronchial obstruction, but it should not be used as 
the sole treatment. In some cases, two or three doses 
of 50 mg. each in the course of a few hours have pro- 
duced serious respiratory depression and, occasion- 
ally, apparently contributed to a fatal outcome. 
When such respiratory depression is observed, it 
can usually be combated effectively by intravenous 
injection of nalorphine (Nalline) hydrochloride. 

In acute asthmatic attacks of short duration, 
meperidine can be used with little risk of respira- 
tory failure. However, in these milder cases caution 
should be observed because of the danger of habit- 
uation. Asthma is important among the diseases in 
which treatment leads to addiction. 

There are many sedatives which can be used in 
ordinary doses without significant risk of respiratory 
depression. The barbiturates and chloral hydrate 
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ure the most frequently used; paraldehyde, alcohol 
(ethanol), and ether by rectum are relatively safe 
in regard to respiratory depression but are open to 
other objections. The various tranquilizing drugs 
are also valuable and relatively safe. 

Any of these sedatives should be given in small 
or average, rather than large, doses, with adminis- 
tration repeated carefully as necessary to produce 
relaxation and light sleep. Profound narcosis with 
any drug is dangerous in severe asthma or in emphy- 
sema complicated by respiratory infection. 

Deaths from asthma which follow the use of bar- 
biturates are usually due to gross overdosage based 
on a misconception of the nature of the illness. As 
the patient fails to respond to the usual drugs and 
becomes increasingly tense and anxious, the psycho- 
somatically minded physician may become con- 
vinced that the emotional state is producing bron- 
chospasm through a neurogenic mechanism and that 
release of tension is the most pressing problem. Be- 
cause of the obvious seriousness of the condition, 
large doses of amobarbital (Amytal) sodium or 
phenobarbital (Luminal) sodium are injected in- 
travenously in a heroic effort to eliminate the emo- 
tional factor. Unfortunately, the patient with this 
type of asthma is suffering more from an accumula- 
tion of mucus secretions than from bronchospasm 
and, in his anesthetized state, dies from asphyxia 
without further efforts to expel the obstructing ma- 
terial. Like any drowning man, he cannot afford the 
luxury of sound sleep until the danger is removed. 

What has been said of general sedatives applies 
to some degree to the inhibition of cough. While 
frequent cough may be distressing and ineffective 
and may aggravate the dyspnea, it is basically a 
protective mechanism and mitigation with small 
doses of codeine or milder agents is preferable to 
complete suppression. 


Need for Oxygen 


In severe respiratory insufficiency, oxygen is often 
needed for the relief of cyanosis. When the anoxia 
is severe and of long standing, even this rational 
form of therapy involves some risk, more often in 
emphysema than in asthma. The anoxia in such 
cases is usually associated with carbon dioxide re- 
tention. As the condition persists, the respiratory 
center becomes less sensitive to the carbon dioxide 
tension of the blood and the stimulus for respiration 
depends largely on oxygen lack. As this oxygen de- 
ficiency is corrected by therapy, the respiration is 
depressed and the carbon dioxide level continues 
to rise. When this level reaches 85-100 vol. %, the 
carbon dioxide has a narcotic affect and coma en- 
sues. An already elevated carbon dioxide tension at 
the beginning of treatment gives warning of this 
hazard. If facilities for blood carbon dioxide analy- 
sis are not available, patients with severe and pro- 
longed anoxia should be watched carefully when 
oxygen treatment is begun. 

This carbon dioxide narcosis may be prevented or 
corrected by administration of oxygen with a posi- 
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tive-pressure respirator, which serves to maintain 
adequate pulmonary ventilation so that carbon di- 
oxide is eliminated as oxygen is taken up. 
Comment 

The hazards involved in the use of steroids will 
be discussed elsewhere. In respiratory disease, par- 
ticularly bronchial asthma, when the steroids are 
used for periods of only a week or two the hazards 
have proved to be far less than was feared a few 
years ago. 

In regard to the use of antibiotics, especially peni- 
cillin, the hazards are increasingly apparent. The 
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incidence of severe anaphylactic reactions to peni- 
cillin is unusually high in allergic and asthmatic 
patients. Also, the development of this type of sensi- 
tization is apparently greater after sporadic injec- 
tions at intervals of weeks or months, which are 
often utilized in the treatment of recurrent asthma 
or bronchitis. 

Finally, it should be remembered that patients 
with asthma and many of those with emphysema 
are allergic persons who may have violent allergic 
reactions to such simple drugs as aspirin. 


60 E. 58th St. (22) 


GASTROINTESTINAL HAZARDS 
CERTAIN 


The most widely used and probably most effec- 
tive therapeutic agents today have been responsible 
for dramatic gastrointestinal reactions that have 
introduced new entities into the medical literature. 
Thiazine-induced cholostatic jaundice,’ antibiotic- 
resistant staphylococcic pseudomembranous entero- 
colitis,” and steroid-activated or steroid-produced 
peptic ulcer * have each offered frustrations to the 
therapist whose healing agent boomeranged so as 
to produce another illness. 

The gastrointestinal tract is exceptionally suscep- 
tible to untoward reaction to certain therapeutic 
agents.* Often, the drug has a specific gastrointesti- 
nal indication; in other instances, the reaction of 
the digestive tract has been used as an index of 
toxicity or of effective dosage, as, for example, in 
the case of digitalis, colchicine, or atropine. The 
present discussion will be limited to the more sig- 
nificant and more frequently encountered hazard- 
ous gastrointestinal reactions to agents of definitive 
therapeutic value in the field of gastroenterology. 
These agents have been classified according to two 
gradations of severity. Among the more hazardous 
have been included those agents whose effects 
persist after discontinuance of the therapy and 
excretion of the drug; these are associated with ap- 
preciable illness and potential death (table 1). The 
less severe reactions have been classified as symp- 
tomatic hazards, since the untoward reaction sub- 
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ENCOUNTERED IN 
THERAPEUTIC AGENTS 


GENERAL REVIEW 


Gordon McHardy, M.D., New Orleans 


THE USE OF 


The gastrointestinal tract is exceptionally 
susceptible to untoward reaction to certain 
therapeutic agents. Considerable evidence 
has been presented to indicate that the 
clinical picture of acute intrahepatic obstruc- 
tive jaundice results from certain agents com- 
monly used in gastrointestinal dysfunction and 
disease. The inference is that wide usage, 
which condones the risk of hepatotoxicity, is 
unfortunately prevalent. Stimulation of the 
appetite by iproniazid does not justify risking 
hazardous dosage. Approximately 76% of 
the population of the United States have been 
treated with antibiotics. The superinfection 
from disturbance of the normal bacterial 
flora permits emergence of pathogenic or- 
ganisms. The resultant severe pseudomem- 
branous enterocolitis, if not suspected and 
properly managed, is often fatal. Other un- 
toward gastrointestinal reactions observed 
include atypical —anticholinergic-induced 
achalasia, esophageal obstruction resulting 
from bulk laxatives, esophagitis from anti- 
biotics, acid-base imbalance from intensive 
antacid therapy, gastritis from gastric irradia- 
tion from duodenal ulcer, and carbohydrate- 
induced dumping syndrome. 


sides on withdrawal or excretion of the drug; ill- 
ness is minimal, and death is probably never a 
direct result (table 2). 
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Severe Gastrointestinal Therapeutic Hazards 


Jaundice.—Considerable evidence has been pre- 
sented to indicate that the clinical picture of acute 
intrahepatic obstructive jaundice results from two 
agents commonly used in gastrointestinal dysfunc- 
tion and disease. Jaundice accompanied by an ele- 
vated level of alkaline phosphatase in the serum, 


TABLE 1.—Severe Therapeutic Gastrointestinal Hazards 


Manifestation Agent Indication 
Chlorpromazine Sedation 
Iproniazid Stimulation of appetite 
Arsenicals Amebiasis 
Enterocolitis Antibioties Colonie infections 
Amebiasis 
Preparation of intestine 
Uleerogenic disturbances 
Hemorrhage .......... ACTH Ulcerative colitis 
Perforatiod Adrenal steroids Hepatic disease 
Collagen diseases 
Serum hepatitis Parenteral therapy 
Blood Replacement of blood 


negative result of serum flocculation tests, and evi- 
dence of bile thrombi and Ivmphocytic infiltration 
of the portal tracts on needle biopsy of the liver is 
considered the result of direct toxic action of ar- 
senic on the intrahepatic biliary ducts—perhaps a 
sensitivity reaction to chlorpromazine. The exact 
pathogenesis of the jaundice due to chlorpromazine 
has not been established. Additionally, promazine 
and prochlorperazine have been indicated as ictero- 
genic agents. Reports of iproniazid-induced hepatic 
involvement have added another complexity. 

The agents responsible for this reaction are not 
therapeutically essential. Other amebicides are as 
effective as the arsenicals, which, fortunately, are 
not widely used. Antiemetic agents without the 
thiazine radical are available. Chlorpromazine, 
however, is reputed by its manufacturer to have 
reached over 10 million patients in the United 
States alone, the inference being that such wide 
usage condones the risk of hepatotoxicity. Stimula- 
tion of the appetite by iproniazid ( Marsilid) does 
not justify risking hazardous dosage. 

Enteritis —Approximately 76% of the population 
of the United States has been treated with anti- 
biotics, and in 9% a resistant organism has devel- 
oped.* Enterocolitis ° from antibiotic-induced staph- 
ylococci (micrococci) may be manifested merely 
by diarrhea, produced by elaboration of the entero- 
toxins, or it may progress to severe enterocolitis and 
occasionally to fatal fulminating episodes of pseu- 
domembranous ulcerative colitis. Bacteriological 
studies have established the presence of staphylo- 
cocci resistant to the antibiotic used as the patho- 
gen; these have been found after use of almost all 
the antibiotics. The superinfection from disturb- 
ance of the normal bacterial flora permits emer- 
gence of pathogenic staphylococci. The resultant 
severe pseudomembranous enterocolitis, if not sus- 
pected and properly managed, is often fatal. 

This induced illness could be considered a nec- 
essary evil if antibiotics were used only when 
adequately indicated. Effort should be expended 
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toward its prevention by cautious use of these 
drugs and by close observation during their admin- 
istration to detect resistant organisms before the 
reaction becomes severe. 

Ulcerogenic Agents.—Development or activation 
of peptic ulcer, with its complications of hemor- 
rhage and perforation,® has occurred too frequently 
during administration of ACTH, the adrenal ste- 
roids, and the Rauwolfia compounds to be consid- 
ered merely coincidental.” This hazard seems 
greater with the steroids. Gastric hypersecretion, 
adrenocortical hyperfunction, and lowered tissue 
resistance have each been incriminated as_ the 
mechanism, but careful appraisal has failed to 
establish the precise ulcerogenic effect of these 
agents. 

The exact relationship of the development of 
ulcer to the medication, the mode of pathogenesis, 
and the true frequency as compared to the over-all 
incidence of peptic ulcer are difficult to determine. 
Yet, the prevalence of reported, as well as un- 
reported, cases forbids our disregarding the ob- 
vious dangers inherent in indiscriminate, unduly 
prolonged, and excessive administration of the ste- 
roids. Prophylactic measures to control gastric 
hyperacidity should be used whenever administra- 
tion of steroids is indicated. 

Only infrequently, and then with larger doses of 
the Rauwolfia compounds, has significant gastric 
hypersecretion occurred with ulcerogenic possibil- 


TABLE 2.—Symptomatic Therapeutic Gastrointestinal Hazards 


Manifestation Agent Indication 
Fungal infeetion ....... Antibioties Colonie infections 
(moniliasis, Amebiasis 
stomatitis, Preparation of intestine 


esophagitis, 
anoproctitis) 
Salmonellosis activation Antibioties Colonie infections 
Amebiasis 
Preparation of intestine 
Rauwolfla Sedation 
compounds 
ACTH Hepatic disease 
Ulcerative colitis 
Collagen diseases 


(iustriec hypersecretion. . 


Adrenal steroids 


Delayed gastric 
emptying .... 
Masked hemorrhage 


Anticholinergies Peptic ulcer 


and perforation .. Anticholinergics Peptic ulcer 
Paralytic ileus Anticholinergies Peptic ulcer 
Constipation ........... Anticholinergies Peptic ulcer 
Impaction .. Diverticulosis 


Bulk preparations Constipation 


Vitamin deficiency Antibioties Intestinal infection 
Amebiasis 
Preparation of intestine 
Nausea and vomiting... Sulfonamides Intestinal infection 
Biliary dyskinesia ...... Opiates Pain 


ities. Rauwolfia-induced hypersecretion * has been 
attributed to local action, endogenous secretion of 
histamine, and central suppression of inhibitory 
sympathetic neural impulses. 

Serum Hepatitis.—Viral serum hepatitis is iden- 
tified with the syndrome of serum hepatitis that 
develops six weeks to six months after parenteral 
inoculation of virus-contaminated blood or its prod- 
ucts or after use of a contaminated needle.* Trans- 
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fusions are frequently given to patients with gas- 
troenterologic complaints in whom acute and 
chronic loss of blood necessitates replacement. 
Every effort should be made to exclude blood do- 
nors who represent potential vectors. Unnecessary 
transfusion should be avoided, and_ parenteral 
equipment should be carefully sterilized. 


Symptomatic Gastrointestinal Therapeutic Hazards 


Fungal Infections.—Still extremely divergent are 
opinions '° regarding the pathogenicity that usually 
results from organisms indigenous to man wherein 
lowered resistance due to altered bacterial flora by 
antibiotic therapy permits invasion by Candida 
albicans, Aspergillus, Penicillium, Cryptococcus, 
and Geotrichum to result in intensive involvement 
of the tongue, buccal mucosa, pharyngeal esopha- 
gus, and perianal area. Nystatin '' may be an effec- 
tive prophylactic and therapeutic antifungal agent, 
but I have found undecylenic acid, local measures, 
anesthetic agents (procaine ), anti-inflammatory so- 
lutions (steroids) with dilute iodine to be more 
efficient. 

Activation of salmonellosis has been reported as 
a complication of the use of tetracycline, to which 
most strains of Salmonella are relatively resistant.'* 

Gastric Hypersecretion.—Gastric hypersecretion 
may occur during excessive, prolonged, or paren- 
teral administration of Rauwolfia compounds in the 
sensitive patient.'* That hypersecretion ever results 
from administration of ACTH or adrenal steroids 
has been debated.’ In any event, since the use of 
both agents has been associated with hypersecre- 
tion they are best avoided in the presence of peptic 
ulcer and its complications. 

Delayed Gastric Emptying.—Delay in gastric- 
emptying, as a result of anticholinergic-induced de- 
creased gastric motor activity, may become clini- 
cally significant in the presence of partial pyloric 
obstruction,’* wherein retention produces a vicious 
cycle of retention-stimulated gastric secretion. This 
has also been observed with belladonna alkaloids.'” 
Judicious use of these agents should prevent such 
occurrence. Large doses, however, in the absence 
of pyloric disease, have resulted in retentive phe- 
nomena. 

Hemorrhage or Perforation Hemorrhage from a 
peptic ulcer may occur during anticholinergic ther- 
apy and defy recognition. Hemorrhage may be 
concealed when the expected vasomotor response 
to the vagal-acting drug is misinterpreted but is 
actually the result of loss of blood. Perforation may 
also ensue, but the pain may be eliminated as a 
premonitory sign of this complication. Although 
unusual, these complications occasionally develop. 
Furthermore, protracted bleeding has been ob- 
served after continued use of anticholinergies dur- 
ing bleeding episodes. 

Paralytic Ileus.—The paralytic ileus, accentuated 
by administration of anticholinergics during treat- 
ment of acute pancreatitis, may inhibit motility to 
a disturbing degree in the preoperative and post- 
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operative periods. This disturbance, with associated 
curtailment of motility and inhibition of gastrocolic 
and defecation reflexes, has produced a significant 
degree of constipation and, at times, severe impac- 
tion. 

Vitamin Deficiency.—Vitamin deficiencies are 
most likely to occur in patients who have received 
prolonged antibiotic or sulfonamide treatment, 
which reduces intestinal bacteria that normally 
produce vitamin K and several members of the 
vitamin B-complex group. Significant hypopro- 
thrombinemia may be a true hazard should the 
chemotherapy be a_ preoperative measure for 
colonic resection. 

Nausea and Vomiting.—Nausea and, occasion- 
ally, vomiting have resulted from administration of 
sulfonamides.'® Abdominal pain as the result of 
administration of chlorpromazine has also been 
reported."” 

Biliary Dyskinesia—During administration of 
opiates, biliary dyskinesia and suppression of 
hepatic function, with delayed metabolism of opi- 
ates by a diseased liver, are often overlooked haz- 
ards of these drugs in the preoperative and post- 
operative periods in the patient with jaundice. 

Other Hazards.—Other untoward gastrointestinal 
reactions observed include atypical anticholinergic- 
induced achalasia, esophageal obstruction resulting 
from bulk laxatives, esophagitis from antibiotics, 
acid-base imbalance from intensive antacid ther- 
apy, gastritis from gastric irradiation for duodenal 
ulcer, and carbohydrate-induced dumping syn- 
drome. Dietary carotenemia probably has little sig- 
nificance if not erroneously diagnosed as jaundice. 
Diarrhea is not an unusual consequence of most 
antihelminthic measures. Obstruction as a result of 
energetic treatment for ascariasis is a severe and, at 
times, fatal reaction. 

Such diuretic aids as the various carbonic anhy- 
drase inhibitors, the ammonium resins, and am- 
monium itself are hazardous in impending hepatic 
coma, as are efforts to enforce a high-protein diet. 
Development of pancreatitis during administration 
of adrenocortical hormones has been an objection 
to steroid treatment of pancreatitis. Diverticulitis 
has also been observed as a fairly frequent compli- 
cation of antibiotic therapy. Mineral oil has been 
said to affect absorption of vitamin A. 

Therapeutic procedures, such as indwelling duo- 
denal tubes, have resulted in erosive esophagitis; 
the Sengstaken-Blakemore tube has _ precipitated 
esophageal ulceration; and the Miller-Abbott tube, 
improperly inflated, has caused pressure necrosis, 
with perforation, in the small intestine. The 
esophageal dilator has sometimes perforated the 
esophagus. 

Summary 

The high efficacy of many gastroenterologically 
applicable therapeutic agents is marred by toxicity. 
Adequate evaluation of therapeutic demand should 
precede the use of agents recognized as hazardous 
so as to preclude the indictment of doing more 
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harm than good. Knowledge of such side-effects 
and the ability to recognize and cope with them 
intelligently are as essential as recognition of indi- 
cation, mode of administration, and dosage. 

3636 St. Charles Ave. (15). 
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Cytological methods of examination have well- 
established value in the confirmation of clinically 
or radiologically suspected malignancy of the esoph- 
agus. They are safer and more convenient than 
biopsy through the esophagoscope and have in 
some instances even a greater accuracy. Not always, 
however, is adequate cellular material obtained by 
the usual lavage procedure. A technique that is 
consistently productive of more well-preserved mu- 
cosal cells should increase the reliability of this 
important diagnostic tool. 

Earliest attempts at cytological diagnosis of 
esophageal lesions were made with smears of secre- 
tions aspirated at esophagoscopy, but frequently 
these gave only scanty or degenerated cells. The 
technique now most widely used consists of intro- 
ducing a Levin tube through the nose or mouth 
until the tip just passes the esophagogastric junc- 
tion or encounters an obstruction, then having the 
patient swallow several hundred milliliters of saline 
solution while aspirating at the same time from the 
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ESOPHAGEAL CYTOLOGY BY A GAUZE-SPONGE SMEAR TECHNIQUE 
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For cytological examination of the esopha- 
gus, a small piece of gauze is rubbed past 
a suspected lesion by means of an esophageal 
dilator introduced over a rubber-tipped guide 
wire. Smears made from the material thus 
obtained contain large numbers of well-pre- 
served cells. This facilitates accurate differen- 
tiation of benign from malignant lesions, since 
the probability of finding tumor cells in a case 
of cancer depends on the total number of cells 
sampled and correct identification requires 
cells ir + well-preserved state. Except where 
esopha¥Jeal varices are suspected, this method 
appears to be safe. No complications were 
encountered, and diagnostic accuracy was 


high. 


tube, and making smears from the centrifuged sedi- 
ment of the wash solution thus recovered. With this 
method several investigators ' have reported near- 


and 
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perfect accuracy in small groups of cases, and in 
another study * 50 of 53 cases of esophageal cancer 
were correctly diagnosed. In the largest series of 
patients examined by this method, a positive diag- 
nosis of malignancy was made in 103 of 148 cases 
(69.6% ) of primary esophageal neoplasms.’ These 
latter authors emphasized that in most cases the 
malignant cells were few, to be found only after 
laborious screening of the slides, and that the ab- 
sence or extreme scarcity of tumor cells was the 
usual cause of incorrect negative interpretations. 
They found, on the other hand, three false-positive 
diagnoses in 135 benign cases. 

Several methods for improving the quality of the 
cytological material have been proposed. Smears 
have been made from secretions wiped off esoph- 
ageal bougies after their use for therapeutic 
dilatation and from bits of gauze tied around the 
end of a Levin tube and passed down the entire 
length of the esophagus or to the point of obstruc- 
tion.* A foam-rubber swab attached to a wire han- 


Fig. 1.—Top, esophageal bougie used for cytology, con- 
sisting of rubber-tipped wire guide, flexible spiral, and olive 
dilators. Bottom, detail showing rubber tip, gauze square 
threaded on wire, and olive attached to spiral. 


dle has been devised and found to give much better 
material than the lavage technique.” Good results 
have been reported with smears made from cotton 
or gauze swabs rubbed over a lesion under direct 
observation through the esophagoscope.” That pro- 
cedure sacrifices convenience, but the specimens 
obtained are said to contain abundant cellular ele- 
ments, frequently well-preserved sheets or masses 
of cells with histological detail intact. 


Method 


The method used in our present study combines 
the effectiveness of the gauze swab in obtaining 
cellular material with the convenience of a bedside 
or office procedure. An esophageal bougie of orig- 
inal design is used to push a small piece of gauze 
through the length of the esophagus, even past a 
stenotic lesion. The instrument (fig. 1) consists of 
two parts: (1) a stainless steel piano-wire guide, 
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110 cm. long, with a flexible woven-rubber tip, 6 cm. 
long and 3 mm. in diameter, fixed at one end and 
(2) a steel spiral, 65 cm. long and 2 mm. in diam- 
eter, which slides over the piano-wire guide and 
has at one end a rounded collar 3 mm. in diameter 
and at the other end a thread onto which can be 
screwed olive dilators ranging in diameter from 6 
to 12 mm. (19 to 37 F.). The procedure for obtaining 
cytological specimens is carried out with the patient 
sitting up and with no preparation other than over- 
night fasting. This is necessary so that the esoph- 
agus, if partially obstructed, does not contain food 
residue that would make the specimen unsatisfac- 
tory. First, the guide wire is introduced by leading 
its flexible rubber tip into the hypopharynx with 
the index finger. This guide is then gently advanced 
until its tip is in the stomach, at which point slight 
resistance is easily felt. If an obstructing lesion is 
encountered in the esophagus, the wire is eased 
lightly back and forth and at the same time rotated 
until its soft tip finds the lumen in the esophagus 
and slides past the lesion without forcing. With the 
guide in place, a piece of fine-mesh gauze approxi- 
mately 1.5 cm. square is placed on the wire, fol- 
lowed by the spiral with a 6 mm. (19 F.) olive at- 
tached, and this is pushed down the full length of 
the esophagus, carrying the gauze before it, until it 
meets the tip of the wire in the stomach, and then 
the entire assembly is withdrawn as a unit. The 
whole procedure takes less than a minute. The tip 
of the guide wire and the olive are then separated 
slightly (fig. 1, bottom), and from the gauze be- 
tween them smears are made, carefully transferring 
as much material as possible to slides and imme- 
diately fixing them by immersion in alcohol-ether 
mixture. The procedure then is carried out a second 
time. 

It is important to note that if the passage of the 
olive dilator is hindered by a partially obstructing 
lesion, it is quite safe to exert a moderate amount 
of pressure in an effort to force the gauze past the 
lesion, since the previously inserted guide wire ob- 
viates the danger of perforation. If the smallest 
olive cannot pass a stenotic area, then the repeat 
procedure is carried out with the spiral reversed, 
using the small rounded collar at its other end to 
push the gauze down the esophagus. On the other 
hand, if no resistance is met the first time, then the 
second time a slightly larger gauze square and a 
larger diameter olive are employed. The objective 
in any case is to have the gauze rub the involved 
esophageal mucosa, gently abrading from any le- 
sion enough cells to give the cytologist unequivocal 
evidence. 

In this study the slides were stained by a modi- 
fied hematoxylin-eosin method devised by one of 
us (V. L.). The simplicity and rapidity of this stain- 
ing procedure are advantageous for any cytological 
study. After the smears have been in the alcohol- 
ether fixative for a minimum of five minutes, they 
are removed, air-dried, and immersed in Harris's 
hematoxylin for one minute. Then they are washed 
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briefly in tap water, dipped two or three times in 
very dilute (approximately 1.0% ) hydrochloric acid 
solution, and washed again in tap water. Next, the 
slides are placed for 10 to 12 seconds in dilute 
(0.5%) eosin solution, then dehydrated in two 
changes of 95% alcohol and two changes of absolute 
alcohol, cleared in xylene and mounted with Per- 
mount. The entire staining procedure can be ac- 
complished easily in less than 10 minutes. 

The cytological criteria in preparations stained 
by this technique are essentially similar to those 
with the Papanicolaou stain.’ Size, shape, staining, 
and arrangement of the cells are important in de- 
termining whether they are benign, malignant, or 
atypical. Most significant of all is nuclear detail. 
Regardless of size, shape, or staining of cells, the 
presence of irregular nuclear borders, dense chro- 
matin, and prominent nucleoli is more diagnostic 
of tumor cells than a combination of the previously 
mentioned factors. No single characteristic, such as 
unusual size or hyperchromaticity, is worthy evi- 
dence of a malignancy. The diagnosis should be 
based on the occurrence of several abnormal char- 
acteristics, found not just in one cell but in many 
cells. 

An important difference between the method for 
obtaining cellular material described here and the 
lavage method is that we often obtain tiny bits of 
tissue, up to 1 mm. in size and grossly visible. Al- 
though it would be feasible to fix, imbed, and sec- 
tion these tissue fragments by standard histological 
practice, it has been more convenient to make “im- 
print” or “touch” preparations, as performed with 
comparable material in bone marrow aspirates. This 
is done by lightly touching the tissue fragment re- 
peatedly between a pair of slides, thus leaving on 
each slide “prints” of a laver of cells. Such material 
presents masses of perfectly preserved cells that 
permit unequivocal differentiation of benign and 
malignant tissue (fig. 2). 


Results of Esophageal Cytology 


Cytological 
Interpretation 


Negative Positive 


(No (Tumor 
Cases, Tumor Doubt- Cells 
No Cells) ful Present) 
Benign esophageal diseases.... = 23 0 0 


Carcinoma, epidermoid, 
of esophagus........ ssiunveree 13 0 0 13 


Adenocarcinoma, involving 
esophagus, primary in stomach 
Technical failure 5 


Results 


The results that we obtained by our technique in 
44 cases are shown in the table. The group of be- 
nign diseases comprised nine cases of cardiospasm 
(achalasia), eight of esophagitis, four of stricture, 
and two cases of diffuse esophagospasm. The diag- 
nosis was confirmed in 2 of these 23 cases at opera- 
tion. In the others, the impression of benignity was 
supported by all other clinical evidence and by 
subsequent progressive improvement during a fol- 
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low-up period of 6 months minimum and 14 months 
average for the whole group. The 21 cases of car- 
cinoma were proved by biopsy, surgery, or autopsy. 
The squamous cell tumors were primary in the 
esophagus, while the group of adenocarcinomas 
were growths involving both the lower end of the 
esophagus and the cardia of the stomach, which 
presumably was the site of their origin. An addi- 
tional group listed in the table, the technical fail- 


« 
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Fig. 2.—“Touch” preparations from tissue fragments ob- 
tained by gauze-sponge. Top, normal squamous epithelium. 
Bottom, epidermoid carcinoma 


ures, consisted of patients having such a high de- 
gree of obstruction that the 3-mm. (10 F.) rubber 
tip of the piano-wire guide could not be passed 
through the area of obstruction, and therefore the 
lesion could not be wiped with the gauze. The sig- 
nificance of this group will be discussed later. 
These data indicate that a positive report of find- 
ing tumor cells by this technique was reliable, with- 
out exception in this series. There were no false- 
positive diagnoses in the benign cases. Neither were 
there any instances of failure to find malignant 
cells, leading to mistaken negative diagnoses, in the 
cases of primary epidermoid (squamous cell) car- 
cinoma of the esophagus. It is informative also to 
analyze the results further according to the location 
of the lesion. Eleven of the benign lesions and 12 
of the primary esophageal cancers were seen by 
x-ray to be situated above the esophagogastric junc- 
tion. In the differential diagnosis of such lesions, 
which did not afford the possibility of being gastric 
in origin, the cytological method was consistently 
trustworthy in this series. On the other hand, the 
21 patients with lesions demonstrated by roentgeno- 
graphic examination to be located at the esophago- 
gastric junction presented a problem, since a lesion 
of the lower end of the esophagus may be produced 
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by extension of carcinoma of the cardiac end of 
the stomach. Eight such cases occurred in this se- 
ries, with the gastric origin of the growth being 
suspected by x-ray in half of them. Esophagoscopy 
in six revealed no visible tumor, the esophagus ap- 
parently being involved extrinsically, with no mu- 
cosal lesion seen in the lumen. It is not surprising, 
therefore, that the diagnostic accuracy in these 
eight cases was as disappointing as with other ev- 
tological methods in carcinoma of the stomach. 
Failure to accomplish properly this technique of 
evtological study, which occurred in five cases. gave 
a group in which the diagnosis by cytology was in- 
determinate. The significance of these technical 
failures must be assessed with reference to their 
recognition and their effect on the management of 
the patient. With the method described here, tech- 
nical failure cannot occur without being recognized. 
One usually can tell when the tip of the guide wire 
has reached the stomach by sensing the slight re- 
sistance and observing how far the guide has been 
introduced, and one cannot fail to feel with cer- 
tainty whether or not the olive-tipped dilator has 
pushed the gauze past a partially obstructing lesion. 
If it has not, one can anticipate that the cellular 
material will be inadequate. Thus, a technical fail- 
ure will not be mistaken for a valid negative evtol- 
ogy. These failures, in our experience, are of no 
consequence in the management of the patient. 
Lesions producing such a degree of narrowing of 
the lumen that the tip of the guide cannot pass are 
lesions that, even if benign, are too far advanced 
to be treatable by bougienage. In such cases, nearly 
complete obstruction itself has proved to be an 
indication for resection, without regard for the dif- 
ferential diagnosis of the nature of the lesion. 


Comment 


In the 44 cases in which this technique was per- 
formed properly, interpretation of the smears was 
made not only with accuracy but also with ease. 
Cells were present in large numbers, often in sheets 
or clumps. There were no instances of doubtful 
interpretation due to inadequacy of the cellular ma- 
terial, the type of case that presents the most diffi- 
cult problem to the cytologist. Theoretically, a diag- 
nosis of malignancy may be based on identification 
of a single typical tumor cell. From the practical 
standpoint, few cytologists are willing to let such 
a grave decision rest on one cell. This is particu- 
larly true because in most cases of malignant neo- 
plasm every exfoliated tumor cell does not exhibit 
all the diagnostic criteria of cancer. Diagnosis de- 
pends rather on synthesizing, from a number of 
cells observed, a composite picture that is charac- 
teristic of malignancy. The more cells present, the 
clearer this picture may be and the more reliable 
the interpretation. Accuracy of diagnosis depends 
also on obtaining cells in a well-preserved state. 
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The method used here does this consistently, pro- 
vided the material rubbed from the lesion by the 
gauze is smeared on slides as soon as the gauze is 
withdrawn from the esophagus and that the slides 
are at once immersed in fixative. 

Another consideration bearing on the accuracy of 
evtological methods that must be emphasized is 
that they are in fact sampling processes subject to 
statistical laws. The probability of identifving tumor 
cells in a case of cancer therefore depends on the 
total number of cells sampled. Any technique that 
puts more cells on the slide will inevitably give 
greater diagnostic accuracy. 

The evaluation of any new technique requires 
careful scrutiny of its possible hazards. We believe 
that the method presented here should not be used 
where esophageal varices are suspected because of 
the potential risk of inducing hemorrhage. Varices 
usually can be differentiated from carcinoma by 
roentgenographic examination. the occasional 
case where this leaves some doubt, esophagoscopy 
is conclusively diagnostic. With this possible ex- 
ception, the technique appears to carry no risk of 
hemorrhage. Although the gauze frequently was 
blood-stained after rubbing past a lesion, significant 
bleeding did not occur in anv of our cases. The po- 
tential risk of perforation is eliminated by exer- 
cising gentleness and discretion in advancing the 
rubber-tipped guide wire. Once it is in place, it 
unfailingly leads the dilator through the lumen with 
no danger. An esophageal diverticulum, which none 
of the patients in this series presented, would re- 
quire particular care in the introduction of the 
guide. We have used this guide wire and the olive- 
tipped bougies for therapeutic dilatation several 
hundred times in the past seven vears without ac- 
cident. 

Summary and Conclusions 


A new method for obtaining material from the 
esophagus for use in cytological examination is car- 
ried out by the pushing of a small piece of gauze 
past a suspected lesion by means of an esophageal 
dilator introduced over a rubber-tipped guide wire. 
Smears made from the material thus obtained con- 
tain large numbers of well-preserved cells, facilitat- 
ing accurate differentiation of benign from malig- 
nant lesions. 

With the use of this technique in 44 patients, cor- 
rect negative diagnoses were made in all of 23 cases 
of benign esophageal disease, and correct positive 
diagnoses of malignancy were made in all of 13 
cases of epidermoid (squamous cell) carcinoma. 
No errors were made in the differentiation of le- 
sions located above the esophagogastric junction. 
Lesions situated at the esophagogastric junction 
may present difficulty, since this method frequently 
may give a negative result with a tumor at this site 
that is a gastric neoplasm rather than a primary 
esophageal carcinoma. The results suggest that this 
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technique should give a higher percentage of cor- 
rect cytological diagnoses than lavage methods and 
that it may permit more early detection of cancer 
of the esophagus. 
3700 Fifth Ave. (13) (Dr. Hershenson ). 
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Some may feel that the topic of the hazards of 
antibiotic therapy has been overlabored. It is my 
conviction, however, that a discussion of this sub- 
ject is more important today than it has been at any 
time since the introduction of antibiotics almost 20 
vears ago. Sir Alexander Fleming's life was largely 
devoted to studying microbes and their behavior. 
In 1918, he became interested in wound infections, 
and it was in 1929, while he was studying the be- 
havior of staphylococci, that the famous contami- 
nation of his culture occurred. Fleming, if he were 
here today, would be vitally interested in the prob- 
lems that confront those of us who are occupied 
with the use of antibiotic agents in the treatment 
of infectious diseases. 

The topic I am to discuss is the hazards of anti- 
biotic therapy. Space does not permit detailed dis- 
cussion of the nearly 20 antibiotics that are clini- 
cally available. I shall comment on the reactions of 
toxicity that may be encountered after the admin- 
istration of the most commonly used antibiotics, 
classifying them as minor (non-life-endangering ) 
or major (life-endangering and fatal) hazards. 

Minor hazards of antibiotic therapy are drug 
rash (with or without pyrexia), angioneurotic edema 
and urticaria, serum sickness-like reaction, intestinal 
reactions (including diarrhea, nausea, and flatu- 
lence), superimposed infections (such as id reac- 
tions and infections due to Candida ), certain neuro- 
toxic reactions, and renal irritation. Major hazards 
of antibiotic therapy are anaphylactic reactions, 
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HAZARDS OF ANTIBIOTIC THERAPY 
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The indiscriminate use of antibiotics has 
created serious problems. Two episodes here 
given illustrate the misuse of penicillin. Pa- 
tients for whom it is ordered should be ques- 
tioned as to evidence of sensitivity, and after 
an injection they should be watched by a 
physician or nurse for 30 minutes. Reactions, 
if they occur, should be treated not with oxy- 
gen but with epinephrine or with steroids in- 
travenously. The use of streptomycin is rarely 
followed by major complications, but its minor 
side-effects include contact dermatitis, and 
its toxic effects on the eighth cranial nerve, 
though not life-endangering, are distressing. 
Preliminary studies indicate that dihydro- 
desoxystreptomycin is less toxic. The fact that 
the tetracyclines are highly effective and can 
be given by mouth has resulted in widespread 
misuse. They can cause blood dyscrasia and 
anaphylactic reactions, but the most serious 
major hazard is superimposed staphylococcic 
enterocolitis and wound infections. There is 
a definite association between chlorampheni- 
col and aplastic anemia. The rational use of 
antibiotics in the future depends on a return 
to strict aseptic technique in hospitals. The 
occasional temporary exclusion of one or 
more antibiotics from the hospital, long 
enough for the common pathogens to regain 
their sensitivity to it, would greatly improve 
the effectiveness and increase the safety of 
antibiotic medication. 
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superimposed staphylococcic infections (including 
staphylococcic enterocolitis and staphylococcic sep- 
ticemia), blood dyscrasia, and exfoliative dermatitis. 


Penicillin 


Penicillin possesses a low degree of toxicity. 
However, its widespread and indiscriminate use 
has created serious problems. The average yearly 
production of penicillin for human use at present 
is approximately 200 tons, which is equivalent to 
more than 2 billion average daily doses of 300,000 
units each. It is not surprising, therefore, that prob- 
lems have arisen. 

The most commonly encountered minor reactions 
to penicillin include drug rash (with or without 
pyrexia); angioneurotic edema and urticaria; serum 
sickness-like reaction; and id reactions. These re- 
actions are troublesome to be sure, but their man- 
agement poses no great problem. 

The major hazards of penicillin therapy today are 
anaphylactic reactions and superimposed staphy- 
lococcic infections. Welch and associates,’ in a 
recent survey, reported a mortality of approxi- 
mately 10% in 793 cases of anaphylaxis due to 
penicillin over a three-year period. This reaction 
occurs with about equal frequency in both sexes. 
I would like to emphasize, however, that it oc- 
curs less frequently in individuals less than 12 
years of age. It is also evident that anaphylactic 
reactions to penicillin usually occur after the intra- 
muscular administration of procaine penicillin G. 
The figure of 793 cases in a three-year period may 
well be conservative, since many reactions of this 
type are not reported. My own experience, how- 
ever, agrees closely with the quoted mortality of 
approximately 10%. I believe that early recognition 
and immediate treatment of anaphylactic reactions 
to penicillin would lower the mortality. The follow- 
ing case report is a typical example of the hazard 
under discussion. 

A 48-year-old, previously robust and healthy man was ad- 
mitted to the hospital at 6 p.m., because of cough, fever, and 
chills of six days’ duration. He had received symptomatic 
treatment for three days. There were physical signs of pneu- 
monia in the left upper lung, and roentgenographic studies 
revealed pneumonia in that lobe. Laboratory study results 
were negative, except for a leukocyte count of 23,600 per 
cubic millimeter. There is no record that the patient was 
questioned concerning any previous sensitivity to penicillin. 
The resident ordered 1 million units of procaine penicillin G 
to be administered by the intramuscular route. This was done 
by the nurse, who then returned to her station. Twenty min- 
utes later the patient was found dead. Postmorten examina- 
tion revealed pneumonia in the left upper lobe and edema in 
the remaining lung tissue. No other significant cause for the 
patient’s death was found. 


This report of a case from a hospital is, I fear, an 
example of an anaphylactic cause of death that 
might have been prevented. The conspicuous de- 
ficiencies in the management of this case were that 
no attempt was made to elicit the history of pre- 
vious sensitivity to penicillin and that the patient 
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was left alone after injection of the antibiotic. Since 
experience has shown that anaphylactic reactions 
to penicillin occur within 30 minutes after its ad- 
ministration, a physician or a nurse should remain 
with the patient during that time. 

The following report, with the headline “Penicil- 
lin Reaction Kills Woman,” appeared in a leading 
newspaper in a metropolitan city in March, 1958: 

(Name of city).—(Name of woman), 34, 705 N. W. Second 
St., died Friday night in ——— Hospital as the result of a 
reaction to penicillin administered for contusions she suf- 
fered in a beating, Dr. ———, county medical examiner, said. 
A penicillin reaction severe enough to cause death is “rare,” 
he added. Police Officer ———, called to the hospital when 
the woman was admitted for treatment, said the drug was 
given by a nurse. The nurse called Dr. ——— as soon as the 
reaction set in and the injured woman’s breathing became 
difficult, according to ——— (the police officer). Dr. ——- 
placed the woman in an oxygen tent, but she died about 20 
minutes later. (The police officer) ——— said the woman told 
him after the reaction set in that she had been similarly af- 
fected before. He said her injuries were not serious. 


I believe that several principles of antibiotic 
therapy were violated in this case. The antibiotic 
was administered for contusions, in the absence of 
any demonstrable infection. The history of previous 
sensitivity to penicillin was not elicited before its 
administration. Treatment was carried out without 
a physician in attendance. When the reaction oc- 
curred, oxygen was administered, instead of epi- 
nephrine or steroids intravenously. Finally, the 
newspaper report states that this type of death is 
rare, which, unfortunately, is untrue. 

Superimposed staphylococcic enterocolitis and 
septicemia, major hazards of antibiotic therapy, do 
occur occasionally after the administration of peni- 
cillin. From my own experience and that reported 
by others, I would estimate their incidence is prob- 
ably no greater than 1%. I therefore propose to 
discuss these hazards later. Likewise, blood dys- 
crasia is quite uncommon after penicillin therapy. 
Fatal exfoliative dermatitis is a rare reaction but is 
a serious problem when it does occur. It is a major 
threat in an individual who is sensitive to penicillin 
and who receives long-acting penicillin, such as 
benzathine preparations. For this reason, I rarely 
use such preparations. 


Streptomycin and Dihydrodesoxystreptomycin 


Streptomycin.—Several minor hazards may be en- 
countered after the administration of streptomycin. 
Drug rash, although not common, sometimes oc- 
curs. Perhaps the most troublesome cutaneous toxic 
reaction to streptomycin is contact dermatitis. The 
most serious minor hazard of streptomycin therapy 
is toxicity for the eighth nerve. It is well known 
that disturbance of the vestibular branch of the 
eighth nerve occurs more often when the strep- 
tomycin base is used, while impairment of the 
auditory branch of the nerve is a more common 
occurrence after the administration of dihydro- 
streptomycin. Circumoral paresthesia is a not un- 
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common reaction to either form of streptomycin. It 
should be emphasized that, although neurotoxic 
reactions may be distressing to the individual who 
experiences them, they are, for the purpose of this 
discussion, classified as minor (non-life-endanger- 
ing) hazards. 

Major hazards, such as anaphylactic reactions, 
superimposed staphylococcic infections, and blood 
dyscrasia, rarely have occurred after the adminis- 
tration of streptomycin. 

Dihydrodesoxystreptomycin.—Dihydrodesoxy- 
streptomycin sulfate is a chemical analog of strep- 
tomycin developed by Ikeda and associates * at the 
Scientific Research Institute in Tokyo. Their studies 
suggested that this preparation was as active as, or 
slightly more active than, the parent compound and 
was less toxic. For the past six months my col- 
leagues and I have carried out some clinical studies 
on this antibiotic. To date we have used it in the 
treatment of 51 patients. Twenty-six of these pa- 
tients were suffering with a variety of severe, acute 
infections. The average daily dose of dihydro- 
desoxystreptomycin was 1 to 2 Gm., given in di- 
vided doses every 12 hours by the intramuscular 
route. We have administered as much as 2 Gm. of 
the antibiotic daily for 14 days. If continued longer, 
the dosage was reduced to 1 Gm. daily. We have 
successfully administered dihydrodesoxystreptomy- 
cin by the intrathecal route, also. The recommended 
dose is 100 mg. per injection. Twenty-five patients 
with culturally proved pulmonary tuberculosis also 
have been treated with dihydrodesoxystreptomycin. 
This study was carried out in collaboration with 
Dr. James T. Gilboy at the Julius Marks Sanatorium 
in Lexington, Ky. In the treatment of tuberculosis, 
the antibiotic was administered in doses of 1 Gm. 
twice weekly. Our studies to date, although pre- 
liminary, permit us to make the following state- 
ment: When compared with other forms of strep- 
tomycin, dihydrodesoxystreptomycin causes 
pain at the site of injection, a lower incidence of 
paresthesias of the face and mouth, and less neuro- 
toxic reactions. For example, transient impairment 
of hearing has been reported in only one case and 
dizziness or evidence of vestibular disturbance in 
none. These studies will be reported in detail else- 
where. If further experience confirms that to date, 
use of streptomycin in this form may greatly reduce 
the minor hazards encountered after administration 
of this antibiotic. 


Tetracyclines 


The tetracyclines are highly useful antibiotics. It 
is my conviction, however, that their use is at- 
tended by some of the major hazards of antibiotic 
therapy. The fact that these antibiotics can be ad- 
ministered effectively by the oral route has re- 
sulted in their widespread and indiscriminate use. 
Minor hazards that may follow administration of 
the tetracyclines include drug rash (which is not 
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common), urticaria, and mild gastrointestinal dis- 
turbances. Superimposed infections due to Can- 
dida, which are of a local character, constitute 
another frequently encountered problem. 

Major hazards, such as blood dyscrasia, exfolia- 
tive dermatitis, and anaphylactic reactions, rarely 
occur after the administration of the tetracycline 
antibiotics. Superimposed staphylococcic infection 
is, in my opinion, the most serious major hazard of 
antibiotic therapy in hospitals today. There is 
strong evidence to support the statement that the 
widespread and indiscriminate use of the tetra- 
cyclines is the chief factor involved. The two most 
serious superimposed staphylococcic infections are 
staphylococcic enterocolitis and severe wound in- 
fections with sepsis. 

Staphylococcic Enterocolitis.—Staphylococcic en- 
terocolitis is an important problem. I would like to 
draw attention again to the mortality of one of the 
major hazards of antibiotic therapy, namely, ana- 
phylactic reactions to penicillin, which is approxi- 
mately 10%. Available published material and my 
own experience lead me to conclude that the mor- 
tality of staphylococcic enterocolitis is in the order 
of 40%. This high rate undoubtedly is due to two 
factors: lack of recognition of the disease and 
inadequate treatment. The following case is an 
example. 

The patient, a 37-year-old woman, previously had been in 
excellent health. Thirty-six hours before her admission to the 
hospital she experienced epigastric pain, which later shifted 
to the right lower quadrant of the abdomen. A diagnosis of 
acute appendicitis was made, and appendectomy was per- 
formed. The appendix was found to be acutely inflamed and 
gangrenous. There was a slight amount of peritoneal soiling 
The patient received 400,000 units of penicillin and 0.5 Gm. 
of streptomycin postoperatively and again 12 hours later. On 
the second postoperative day, because of slight fever (101 F 
[38.3 C]), oral administration of tetracycline ( Achromycin ) 
was begun in a dosage of 250 mg. four times daily. On the 
third postoperative day her temperature was 103 F (39.4 C) 
and pulse rate 110 beats per minute. The tetracycline therapy 
was continued. There was considerable abdominal distention, 
and peritonitis was suspected. On the fourth postoperative 
day the possibility of staphylococcic infection was first con- 
sidered, and swabs from the rectal secretions were made. 
Gram’s_ stains revealed many clusters of a gram-positive 
cocci, which later, on culture, was identified as coagulase- 
positive Staphylococcus ( Micrococcus ) pyogenes var. aureus. 
On the fifth postoperative day tetracycline therapy was dis- 
continued and the surgical resident ordered erythromycin 
administered by the intravenous route. Shortly thereafter, the 
patient, whose temperature had risen to 105 F (40.5 C), 
died. Autopsy revealed extensive staphylococcic enteritis, 
limited to the small intestine. 

The significant points illustrated by this case are 
as follows: 1. It is doubtful that prophylactic use of 
the antibiotic was indicated. 2. The clinical picture 
of distention and shock was interpreted as possible 
peritonitis rather than ileitis. 3. Diarrhea was ab- 
sent, as is often the case when the disease is lim- 
ited to the ileum. 4. The patient’s clinical course 
prompted the clinician to continue the administra- 
tion of the broad-spectrum antibiotic by the oral 
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route. 5. When, late in the course of the illness, 
erythromycin therapy was begun, the antibiotic 
was administered by the intravenous route, al- 
though it would have been far more effective had 
it been given through the nasal catheter and every 
effort made to get it directly into the intestinal 
tract. 

Severely Infected Wounds with Sepsis.—1 believe 
that the widespread, indiscriminate use of broad- 
spectrum antibiotics eliminates sensitive strains of 
micrococci from patients soon after their admission 
to hospital wards, leaving them vulnerable to at- 
tack by the resistant micro-organisms they encoun- 
ter if they remain more than a few days in the hos- 
pital. This accounts for the marked increase in the 
wound infection rate, which results in increased 
morbidity and, often, serious complications, includ- 
ing staphylococcic septicemia. 


Chloramphenicol 


The minor hazards of antibiotic therapy are rela- 
tively insignificant in connection with chloramphen- 
icol. Likewise, some of the major hazards—namely, 
anaphylactic reactions, exfoliative dermatitis, and 
superimposed staphylococcic infections—rarely oc- 
cur after the administration of chloramphenicol. 
There can be no mistake, however, concerning the 
possibility of serious and fatal blood dyscrasia after 
the use of this antibiotic, alone or in combination 
with other antibiotics. The blood dyscrasia may 
take the form of aplastic anemia, agranulocytope- 
nia, or thrombocytopenic purpura. By far the most 
common is aplastic anemia, which, unfortunately, 
is almost always fatal. The chance of successful 
treatment of blood dyscrasia is far less than that of 
anaphylactic reaction (10% mortality) and super- 
imposed staphylococcic enterocolitis (40% mortal- 
itv). Individuals in the younger age groups are 
particularly susceptible to blood dyscrasia after the 
administration of chloramphenicol, in contrast to 
the low incidence of anaphylactic reactions to peni- 
cillin in that age group. Almost 50% of cases of 
aplastic anemia to date have occurred in the 
younger age group, predominantly in white fe- 
males. The following report of a case is a fairly 
typical example of the major hazard under dis- 
cussion. 

The patient, a 7-year-old girl, was admitted to the medical 
service of a hospital on Dec. 6, 1957. She had had measles 
and chicken pox. For two years she had had frequent respira- 
tory infections and mild asthma. On Nov. 1, 1957, she had 
been hospitalized because of bronchopneumonia and treated 
with a suspension of chloramphenicol for 11 days with good 
response. On Dec. 2, characteristic lesions of purpura were 
noted on the child’s ankles and she was found to be very 
anemic. She received 500 cc. of blood. On admission to the 
hematology service, her erythrocyte count was 3,500,000 per 
cubic millimeter, hemoglobin concentration 11.1 Gm. per 
100 ce., platelet count 25,000, and leukocyte count 2,100 per 
cubic millimeter. The differential count was as follows: 
neutrophils 8%, lymphocytes 89%, monocytes 1%, and eosino- 
phils 2%. Bone marrow aspiration revealed only a few normal 
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elements; most of the cells identified were plasma cells and 
mature lymphocytes. Findings in the remainder of the lab- 
oratory and roentgenographic studies were negative. The 
patient was dismissed three days later. On Dec. 25, she was 
readmitted because of epistaxis and a perirectal infection. 
Her temperature became extremely high and spiking, and 


there was bleeding from her gums. Blood cultures were posi- 
>] 


tive for Escherichia coli. The patient died on Jan. 2, 1958. 
Autopsy findings confirmed the clinical diagnosis of aplastic 
anemia, 

I have pointed out repeatedly in the past the 
definite association between the administration of 
chloramphenicol and the development of aplastic 
anemia. It seems to me the problem is clear-cut. 
Chloramphenicol is the drug of choice in the treat- 
ment of typhoid and salmonellosis. It is also eftec- 
tive against some infections due to strains of Staph. 
pyogenes var. aureus that are resistant to other 
antibiotics. Therein lies its usefulness. There seems 
little justification for using chloramphenicol in pref- 
erence to other available agents in the treatment of 
phneumococcic and streptococcic infections, particu- 
larly in the younger age group. 


Erythromycin 


Erythromycin is an antibiotic that has been 
widely used. Minor hazards that have been en- 
countered after its administration are drug rash 
(rare) and, on occasion, flatulence and diarrhea 
(which usually occur when the dosage of erythro- 
mycin exceeds 300 mg. every six hours). Erythromy- 
cin is by far the least toxic of the commonly used 
antibiotics. | am unaware of any major or life- 
endangering hazard that has resulted from its use. 


Miscellaneous Antibiotics 


Neomycin.—Toxic effects on the eighth cranial 
nerve and renal irritation are the two most trouble- 
some reactions that may occur after the administra- 
tion of neomycin. 

Bacitracin.—Impairment of renal function may 
result when bacitracin is administered in doses in 
excess of 10,000 units four times daily. 

Polymyxin.—Severe pain at the site of injection 
and neurotoxic effects, such as paresthesias and 
cerebellar ataxia, are common reactions to poly- 
myxin. 

Novobiocin.—There is a high incidence of cuta- 
neous toxic reactions, with or without fever, after 
administration of novobiocin. In my experience, the 
incidence of this reaction is in the order of 20%. 

Vancomycin.—Vancomycin, a new antibiotic, is 
active against strains of Staph. pyogenes var. 
aureus that are resistant to many other antibiotics. 
Impairment of function of the eighth nerve after its 
administration has been reported. This toxic effect 
is greatly increased if vancomycin is administered 
in the presence of impaired renal function. Hyper- 
pyrexia, drug rash, and severe phlebitis at the site 
of injection also have been reported to follow 
vancomycin therapy. 
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Amphotericin B.—This antibiotic shows promise 
in the treatment of certain systemic mycoses. In 
my experience with it, which is limited, there ap 
pears to be a wide variation in different persons’ 
ability to tolerate this drug. Chills and hyperpy- 
rexia are the most troublesome reactions when the 
dose of amphotericin B is in excess of the patient's 
tolerance. Transient azotemia also has been ob- 
served after administration of this antibiotic. 

Ristocetin.—Definite but transient leukopenia has 
been reported after ristocetin therapy. 


Comment 


It is my opinion that the three major hazards of 
antibiotic therapy are anaphylactic reactions, super- 
imposed staphvlococcic infections, and blood 
dyscrasia. Although many of the antibiotics have 
been incriminated in all of these hazards, the 
evidence suggests that serious and often fatal 


anaphylactic reactions are most common after the 


administration of procaine penicillin G by the intra- 
muscular route; serious and often fatal superim- 
posed staphylococcic infections, largely a problem 
in hospitalized patients, are due at least in part to 
the widespread use of the broad-spectrum. anti- 
biotics; and serious and often fatal blood dyscrasia 
occurs most frequently after the administration of 
chloramphenicol. A discussion of the hazards of 
antibiotic therapy would fail in its purpose if rec- 
ommendations were not made for curtailing and 
controlling them. Therefore, the following recom- 
mendations are made. 

Anaphylactic Reaction.—Discourage and discon- 
tinue the indiscriminate use of penicillin. Never 
administer procaine penicillin G by the intramuscu- 
lar route to patients with a history of previous 
sensitivity to this antibiotic or repeated allergic 
manifestations, including asthma. Keep any patient 
to whom procaine penicillin G is administered 
intramuscularly under observation for at least 30 
minutes after the injection. When an anaphylactic 
reaction occurs, immediately administer epinephrine 
hypodermically or steroids intravenously or, in some 
instances, both. 

Superimposed Staphylococcic Infections.—Abolish 
the routine prophylactic use of all antibiotics in 
patients with uninfected surgical wounds of all 
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types. Insist on a return to strict aseptic technique 
in the surgical suites and in the dressing of all 
wounds. Immediately obtain a culture of all wounds 
suspected of being infected and study the micro- 
organisms, especially Staph. pyogenes var. aureus, 
by means of sensitivity tests and bacteriophage 
typing. Isolate every patient in the hospital with a 
staphylococcic infection. If necessary, reopen the 
isolation wards formerly inhabited by patients suf- 
fering with common contagious diseases. Make 
cultures periodically of the nasopharynx of person- 
nel in hospitals, particularly those in so-called key 
areas. Treat or remove these individuals when they 
are found to harbor antibiotic-resistant micro- 
organisms. Do not hesitate to manipulate the anti- 
biotics. For example, exclude from use in the hos- 
pital one or more of the antibiotics for a long period 
of time and then readmit them if the common 
pathogens regain their sensitivitv. Return to a well- 
documented method of preventing surgical com- 
plications in certain abdominal procedures, namely 
the installation of 5 Gm. of sulfathiazole in the 
peritoneum at the time of abdominal surgerv when 
there is evidence of soiling of the peritoneum. 

Blood Dyscrasia.—We must accept the available 
evidence that strongly suggests the connection be 
tween the use of chloramphenicol and the develop 
ment of blood dyscrasia. Restrict use of this anti- 
biotic to the treatment of typhoid, salmonellosis, 
and the occasional infection caused by Staph. 
pyogenes var. aureus that is resistant to other 
available antibiotics. Condemn the use of chloram- 
phenicol in the treatment of mild, non-life-en- 
dangering infections of all kinds. Do not admin- 
ister this antibiotic to patients in the younger age 
group (under 12 years of age), with the possible 
exception of those suffering with typhoid or 
salmonellosis. 
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IETARY APPROACH TO ATHEROSCLEROSIS.—Atherosclerosis is the 


Number One public health problem. Many factors have been implicated in 


the pathogenesis of this disease. Prominent among these factors is the amount 


and kind of fat in the diet. The evidence now appears to be conclusive that sufficient 


quantities of polyunsaturated fat in the diet, with proportional decrease in saturated 
fat, will result in major decrease in blood lipid. Some evidence indicates that such 
blood lipid lowering produces a desirable effect upon existing atherosclerosis. Much 
additional time and work will be required to clarify the prophylactic and therapeutic 
value of this type of dietary approach.—Harry Balch, M.D., Stanford Splitter, M.D.., 
Paul Flynn, M.D., and L. W. Kinsell, M.D., The Relationship of Dietary Fat to 
Atherosclerotic Disease, California Medicine, September, 1958. 
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Busulfan (Myleran) has been an effective agent 
for the treatment of chronic granulocytic leukemia; 
however, it has been reported to be of little thera- 
peutic value in other myeloproliferative diseases. 
Currently there are three methods for the treatment 
of polycythemia vera; they include the use of vene- 
section, radioactive phosphorus (P**), and triethy- 
lene melamine. Each method has a disadvantage. 
Venesection, though it decreases the red blood cell 
mass, has little effect on the leukocytes and throm- 
bocytes, so that many of the complications associ- 
ated with increase in these elements continue to be 
manifested. Repeated venesection, in addition, leads 
to an unphysiological state of iron deficiency. Ther- 
apy with radioactive phosphorus produces a more 
nearly normal state, since all of the marrow elements 
are suppressed. However, certain hematologists are 
of the opinion that this form of therapy is associated 
with a greater incidence of leukemia. Though this 
objection has not been conclusively documented, 
the possibility of such side-effects has tempered en- 
thusiasm for the use of this agent in the treatment 
of polvevthemia vera. 

These objections to current methods of therapy 
made it desirable to investigate the relative merits 
of other marrow-suppressing agents. During the past 
eight years we have evaluated such agents. At the 
suggestion of Dr. J. H. Burchenal we studied the 
effect of busulfan in the control of the polycythemic 
state.’ The present report deals with one and one- 
half years experience in the treatment of polycythe- 
mia vera with busulfan. 


Methods and Results 


Eighteen patients with polycythemia vera were 
treated with busulfan for 4 to 76 weeks (mean 38 
weeks). There were 8 women and 10 men, with 
ages ranging from 50 to 71 years (mean 62.8 years ). 
The diagnosis of polycythemia vera was established 
by the usual hematological techniques. The known 
duration of illness ranged from two months to 10 
years. All except three patients had received prior 
therapy. Seven patients had been previously treated 
with combinations of radioactive phosphorus, trie- 
thylene melamine, and venesection. Eight patients 
had received intermittent courses of therapy with 
triethylene melamine and venesection. 

Hematocrit readings at the onset of therapy 
ranged from 47 to 70% in the men and from 50 to 
55% in the women. Three of the men were not poly- 
cythemic at the onset of therapy and were, there- 
fore, given maintenance doses of busulfan. The ini- 
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TREATMENT OF POLYCYTHEMIA VERA WITH BUSULFAN (MYLERAN) 


Polycythemia vera was treated in 18 pa- 
tients in whom the disease had existed for pe- 
riods ranging from two months to 10 years. 
Most of the patients had been treated previ- 
ously by various means, and three were in 
a state of partial remission (having normal 
hematocrit readings) at the time of the study. 
All were treated with busulfan (Myleran) by 
mouth. Initial dosages ranged from 2 to 10 
mg. daily; maintenance dosages ranged from 
8 mg. per day to 2 mg. per week. In seven 
patients this treatment was supplemented 
with venesection. Complete remission (normal 
hemograms with absence of signs and symp- 
toms of polycythemia vera) was obtained in 
11 patients; incomplete remission (normal 
hemograms with persistence of one or more 
signs or symptoms of the disease) was ob- 
tained in 6; partial remission occurred in one 
case. Hematocrit values, which ran as high as 
70 in some male patients, returned in every 
case to normal levels (less than 54% for men). 
Leukocyte counts were lowered in every case 
and fell to leukopenic levels (less than 3,500 
cells per cubic millimeter) in three. Two poa- 
tients, whose case histories are given, devel- 
oped anemia and thrombocytopenia in addi- 
tion to leukopenia. Close supervision of the 
patients receiving busulfan therapy is neces- 
sary if excessive depression of the bone mar- 
row is to be avoided. The ultimate place of 
this drug in the treatment of polycythemia 
vera remains to be determined. 


tial dose of busulfan varied from 2 to 10 mg. per 
day for intervals of 1 to 12 weeks. The mean dose 
per day of the initial treatment period ranged from 
2 to 4 mg. per day (mean 3.0 mg.; median 3.0 mg.; 
95% limits 1.5 to 6.5 mg.). The median of the initial 
treatment period, from the beginning of therapy 
with busulfan to the onset of remission, ranged 
from 1 to 57 weeks (mean 19 weeks; median 10.2 
weeks; 95% limits 1 to 80.6 weeks). This therapy 
lowered hematocrit values to normal (males < 54%, 
females < 48%) in all of the patients treated 
and represented reductions of 2 to 19% (mean 
7.2%). In seven of the patients venesection was 
done in conjunction with busulfan therapy: two, 
500 ml.; one, 1,000 ml.; three, 1,500 ml.; and one, 
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5,000 ml. An obvious correlation between the dos- 
age of busulfan and the degree of hematocrit re- 
duction was not apparent. 

Leukocyte counts were lowered in each instance. 
Nine patients had leukocyte counts greater than 
12,500 cells per cubic millimeter (range 16,000 to 
54,000). In these patients the leukocyte count be- 
came normal in all except two, after 1 to 50 weeks 
of therapy (mean 16.3 weeks). Two patients whose 
counts were still elevated at the time of this analysis 
had counts of 13,000 and 19,000 cells per cubic 
millimeter after 3 to 21 weeks of therapy. Reduc- 
tion in the leukocyte count either preceded, con- 
curred with, or, most frequently, followed the de- 
crease in the hematocrit readings. The changes in 
the leukocyte count, therefore, did not necessarily 
parallel reductions in the hematocrit readings. 

For the purpose of analysis in this report, a com- 
plete remission refers to attainment of a state with 
a normal hemogram and the absence of signs and 
symptoms referable to polycythemia vera. An in- 
complete remission is attainment of a state with a 
normal hemogram but with persistent abnormalities 
in the signs and/or symptoms. Partial remission is 
attainment of a state with normal hematocrit read- 
ing but with abnormalities in the other formed ele- 
ments in the blood. No response is failure of any 
change to occur. 

The hematocrit readings were normalized in all 
of the patients treated. Eleven patients attained 
complete remission, six incomplete remission, and 
one a partial remission. Two patients reverted to 
their polycythemic state after complete remissions 
of 22 and 48 weeks. Both have responded to second 
courses of therapy. The remaining patients are in 
their initial remission, ranging from 4 to 58.7 weeks 
(median 17 weeks). All but two patients received 
maintenance therapy. The maintenance dose ranged 
from 2 to 18 mg. per week (mean 9.5 mg.) for in- 
tervals of 4 to 58.7 weeks (mean 24.6 weeks ). The 
size of the maintenance dose was governed by 
changes in the peripheral hemogram. During the 
initial period of therapy patients were observed at 
weekly intervals until a remission was obtained. 
Subsequent to correction of the polycythemic state 
and stabilization of the hemogram, patients were 
observed at monthly intervals. 

Spleens were palpably enlarged before the ad- 
ministration of busulfan in six patients. During re- 
mission the spleen could not be palpated in one; the 
size was decreased in four, unchanged in one, and 
enlarged in another patient whose spleen was not 
palpable prior to therapy. The liver was palpably 
enlarged in four patients prior to therapy with bu- 
sulfan. During remission the liver appeared larger 
in two, was no longer palpable in the other, and 
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was not altered in size in the fourth patient. Leu- 
kopenia (leukocyte counts < 3,500 cells per cubic 
millimeter) occurred in three patients. In one the 
leukocyte count decreased to 3,100 cells per cubic 
millimeter but subsequently became normal after 
therapy was discontinued for one month. 


Report of Cases 


Two patients developed anemia and thrombo- 
cvtopenia in addition to leukopenia. 


Case 1.—A 55-year-old male had had polycythemia vera 
for three years prior to receiving busulfan. He had been 
previously treated with triethylene melamine and venesec- 
tion. His last dose of triethylene melamine had been given 
four months prior to busulfan therapy. Maintenance therapy 
was instituted consisting of 2 mg. per day of busulfan for 
seven weeks. With the patient on this dosage the hematocrit 
reading rose from 48 to 56 mm. The dosage was then in- 
creased to 4 mg. per day for 16 weeks, with resulting de- 
crease in the hematocrit reading to 54% and the leukocyte 
count to 6,600 cells per cubic millimeter. The dosage of 
busulfan was then reduced to 2 mg. per day for six weeks. 
Therapy was then discontinued because of a reduction in 
the leukocyte count to 2,800 cells per cubic millimeter 
Subsequently the pancytopenia developed and progressed 
until five weeks after cessation of therapy when the leuko- 
cyte count was 1,900 cells per cubic millimeter, hematocrit 
reading 21%, and platelet count 19,520 cells per cubic 
millimeter. This state has persisted until the present time (20 
weeks after cessation of therapy). The bone marrow con- 
tained normal cellularity of all the hematopoietic elements 
Clinically, except for moderate weakness, the patient is 
asymptomatic and able to continue with his occupation 

Case 2.—Pancytopenia developed in a second patient re- 
ceiving busulfan—a 55-year-old woman with polycythemia 
of four years’ duration. Initially she received 4 mg. per day 
for two weeks. Her dosage was increased to 8 mg. per day 
for four weeks since the hematocrit reading increased from 
52 to 54%. This reduced the hematocrit reading to 53%, 
but therapy was discontinued because of a drop in the leuko- 
cyte count from 15,300 to 4,500 cells per cubic millimeter 
The ensuing pancytopenia progressed to its maximum inten- 
sity 13 weeks after therapy was stopped. At this time the 
hematocrit reading was 25%, leukocyte count 1,400 cells 
per cubic millimeter, and platelet count 30,000 cells per 
cubic millimeter. The patient was given a transfusion of 500 
ml. of blood because of the onset of weakness, palpitation, 
and anginal pain. Bone marrow was adequate in cellularity 
for all the hematopoietic elements. The polycythemic state 
subsequently reappeared 48.5 weeks after cessation of ther- 
apy. 

Comment 

In this series of patients busulfan effectively alle- 
viated the polycythemic state. The wide variation 
in dosage, however, necessitates frequent patient 
visits and makes the use of this agent more cumber- 
some than other forms of therapy. In 2 of 18 pa- 
tients the development of unheralded pancytopenia 
further emphasizes the importance of close super- 
vision of patients receiving this therapy. This prob- 
lem further adds to the difficulty of establishing 


f 


1882 HODGKIN’S DISEASE—BRAUN AND SHNIDER 


safe maintenance dosage. Venesection concomitant 
with busulfan therapy appeared to minimize this 
problem in the seven patients so treated. The delay 
in the manifestation of the marrow-suppressing 
effects from drug therapy appeared reduced by 
this procedure since smaller doses of busulfan were 
required. By this method, therapy is aimed at pre- 
venting elevation of the hematocrit reading to poly- 
cythemic levels rather than at effecting a reduction. 
Other side-effects from busulfan therapy have not 
been observed in this series to date. 

Therapy with busulfan did not consistently re- 
duce the size of the liver and spleen in polycythe- 
mia vera as in chronic granulocyte leukemia. * Fur- 
ther evaluation of this agent in the treatment of 
polycythemia vera will be required before its ulti- 
mate place in the therapy of this disease can be es- 
tablished. 

Summary 

Eighteen patients with polycythemia vera were 
treated with busulfan (Myleran). In seven of these 
venesection was used concomitantly. The hemato- 
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crit readings were reduced to normal in all of the 
15 patients with elevated readings. Three patients 
maintained normal readings after receiving mainte- 
nance therapy. Initial dosage of busulfan was vari- 
able, ranging from 2 to 10 mg. per day for | to 12 
weeks. Remissions lasted up to 65 weeks. All but 
two patients received maintenance therapy ranging 
from 8 mg. per day to 2 mg. per week. Transient 
leukopenia occurred in one and pancytopenia in 
two others. Close supervision of polycythemic pa- 
tients receiving busulfan therapy is necessary to 
prevent excessive marrow suppression. 

840 S. Wood St. 

This study was supported by a research grant from the 
National Cancer Institute of the National Institutes of Health, 
Public Health Service. 
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CLINICAL NOTES 


Ethyl alcohol, when ingested by patients with 
certain systemic diseases, may give rise to severe 
pain in the organ or organs involved by the disease 
process. At first, alcohol-induced pain was reported 
only in patients with Hodgkin’s disease, and as a 
result was considered to be specific for this condi- 
tion.’ The most definitive statement supporting this 
phenomenon appeared in the Annotations of the 
British Medical Journal’ and is quoted as follows: 
“Enough evidence has now accumulated to show 
that alcohol-induced pain in Hodgkin's disease is 
not just another of those clinical curiosities of little 
importance in the practical management of patients. 
So far this symptom has been reported only in 
Hodgkin’s disease; it does not seem to occur in 
other types of malignant lymphomata or other 
neoplastic conditions.” 


From the Georgetown Medical Division, District of Columbia Gen- 
eral Hospital, and the Department of Medicine, Georgetown University 
School of Medicine. Mr. Braun is a Student Fellow of the National 
Foundation for Infantile Paralysis. 


ALCOHOL-INDUCED PAIN 


William E. Braun, A.B. 


Bruce I. Shnider, M.D., Washington, D. C. 


IN HODGKIN’S DISEASE 


Recently, reports of similar pain in conditions 
other than Hodgkin's disease have become more 
prominent in the medical literature * and have cast 
doubt on the specificity of this phenomenon. In 
1953 Alexander *“ reported the presence of alcohol- 
induced pain in two instances of bone disease. He 
personally experienced this type of pain in a 
Brodie’s abscess of his tibia and also alluded to a 
Lieutenant Colonel Graham who “suffered from 
a pyogenic infection of bone and had experienced 
a similar alcohol-induced pain.” Joske ** in discuss- 
ing etiological factors in pancreatitis reported two 
cases in whom ingestion of only small amounts of 
alcohol resulted in severe pancreatic pain. 

Not until 1957 did more extensive reports of the 
nonspecificity of this type of pain appear. James 
and co-workers *” reported two patients with carci- 
noma who had alcohol-induced pain at the site of 
their lesion and who as a result were given misdiag- 
noses of Hodgkin's disease. The first of these two 
patients noticed spontaneous relief from alcohol- 
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induced pain despite the fact that by x-ray her 
mediastinal mass had enlarged. The mediastinal 


mass was resected, and histological sections re- 
vealed a thymic carcinoma. The second patient at 
autopsy showed adenocarcinoma and necrosis of the 
pancreas, a similar growth in the lung, and a small 
adenocarcinoma in one kidney. Allowing for the 
possibility that in the first case the thymic carci- 
noma was a localized precursor of Hodgkin's dis- 
ease and that in the second case the pancreatic 
lesion represented acute pancreatitis triggered im- 
mediately by alcohol ingestion, James and co-work- 
ers conclude: “With these reservations, our experi- 
ences suggest that alcohol-induced pain is not spe- 
cific to Hodgkin's disease, but that it may occur in 
other malignant conditions, and that it may be the 
first indication of their presence. Had we known 
this, case one (thymic carcinoma ) might have been 
explored while the tumour was still removable.” 

Another study by Conn and co-workers * reported 
alcohol-induced pain in 4 of 98 patients tested. Two 
of these four had Hodgkin’s disease, one a frac- 
tured hip, and one acute lymphangitis and sarcoido- 
sis. In addition, histories of alcohol-induced pain 
were obtained in one case of giant follicular lvm- 
phoma, one case of Hodgkin's disease, and one case 
of an apparently normal male physician who was 
thoroughly checked for any evidence of Hodgkin's 
disease. 

When alcohol-induced pain is present, symptoms 
may appear immediately after the ingestion of alco- 
hol or after a latent period of 10 to 20 minutes. It 
usually continues for 15 minutes to three hours. 
Occasionally it may last a few seconds or a few 
days. Very small amounts of an alcoholic beverage, 
even a swallow of beer or a sip of sherry, can cause 
this pain, which may on occasion require morphine 
for relief. Characteristically, it is located at the site 
of the lesion, primarily bony or lymphatic, and at 
times more than one site may be involved. 

In our series of 48 cases (see table), four patients 
with diseases other than Hodgkin's disease experi- 
enced alcohol-induced pain indistinguishable from 
that experienced by two of the patients with Hodg- 
kin’s disease. 

Materials and Methods 


A total of 48 patients were tested for alcohol- 
induced pain. Of these 48 patients 9 had Hodgkin's 
disease, one a lymphosarcoma, 15 bone and joint 
lesions, 12 had a miscellaneous group of malig- 
nancies with generalized metastases, and 11 had 
other diseases with associated lymphadenopathy 
(see table). 
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The ethyl alcohol was administered as an oral 
preparation in the form of vodka. The vodka used 
was 100-proof and calculated: to be the equivalent 
of a 50% ethyl alcohol solution. Each patient was 
given 30 cc. of vodka mixed with an equal amount 
of orange juice. The clinical status and symptoma- 
tology of the patient to be tested were recorded. 
After the oral administration of the alcohol solution, 
any change in the patient's condition or symptoma- 
tology was noted. When pain did occur, personal 
observation was continued until the pain ceased. If 
no change occurred within 30 minutes, resident 
physicians continued observing the patient. 

In all instances the preparation was given to the 
patients without their being aware that they were 
receiving alcohol, and when positive results were 
obtained these were checked by the administration 
of the orange juice alone. 


TABLE 1.—Diseases Evaluated for Alcohol-Induced Pain 


Patients Positive 
Diseases Tested, No. Results, No 

Lymphomas 

Lymphosarcoma 0 
Bone and joint lesions 

Multiple myeloma 4 0 

Osteomyelitis 4 1 

Traumatic fractures 5 2 

Osteoarthritis .. aoe 2 0 
Malignancies with metastases 

Carcinoma of the breast 2 1 

Carcinoma of the lung 4 0 

Carcinoma of the tonsil 2 0 

Carcinoma of the esophagus 1 0 

Melanoma 5 0 
Other diseases with lymphadenopathy 

Pulmonary tuberculosis 6 0 

Sarcoidosis 

Nonspecifie 1 0 
Total no. of cases tested 4s 
Total no, of positive results cece : 6 
No. of positive results in Hodgkin's disease .. Re av 2 
No. of positive results in other diseases 4 

Results 


In the nine cases of Hodgkin’s disease, two posi- 
tive responses were obtained. The first patient was 
a 29-year-old female who had extensive involvement 
of her mediastinal, cervical, axillary, and inguinal 
lymph nodes. She had noted for several years that 
the ingestion of a cocktail or any other alcoholic 
beverage would produce pain in the supraclavicular 
area. At the time of admission she was found to 
have, in addition to the lymphadenopathy de- 
scribed, involvement of the supraclavicular nodes 
and a bony defect in the upper portion of the 
sternum. The ingestion of alcohol would produce a 
severe sharp pain in the region of the bony defect 
and in the supraclavicular lymph nodes after a 
latent period of about 10 minutes. This would last 
for approximately 5 to 10 minutes. It could be re- 
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produced repeatedly by the administration of alco- 
hol. There was no radiation and it remained local- 
ized to these areas without being manifest in the 
cervical, axillary, or mediastinal regions. 

The second case was that of a 29-year-old male 
who had extensive involvement with Hodgkin's dis- 
ease. Ten minutes after the ingestion of alcohol, this 
man became aware of the gradual onset of a dull 
aching pain over the cervical and axillary lymph 
nodes. This gradually increased in intensity, lasted 
for a period of 15 minutes, and then gradually dis- 
appeared. Again this symptom could be reproduced 
by the administration of alcohol at repeated inter- 
vals. 

The next two cases demonstrated a similar type of 
pain produced in two patients who had traumatic 
fractures and were admitted to the orthopedic 
service. The first of these was a 46-year-old female 
who had a traumatic fracture of the right humerus. 
This patient noted the gradual onset of a dull throb- 
bing pain at the site of fracture approximately 20 
minutes after the ingestion of alcohol. This would 
gradually increase in severity over the next 20 min- 
utes and then diminish and disappear. The usual 
duration of this symptom was about 30 minutes. The 
second case was that of a 29-year-old male who 
would develop a sudden severe pain at the site of 
his fracture 10 minutes after the ingestion of alco- 
hol. This was excruciating in nature, would last for 
5 or 10 minutes at this intensity, and would then 
gradually diminish. The duration of symptoms in 
this instance was 20 minutes. 

Another case was that of a 43-year-old female 
with staphylococcic osteomyelitis involving the left 
hip, right tibia, and fibula. She demonstrated the 
sudden development of a severe sharp pain in the 
involved areas which would last 10 to 15 minutes 
and abruptly disappear. 

The last case was that of a 44-year-old f,male 
who had extensive metastases from a carcinoma of 
the breast. This patient would note a stinging or at 
times a burning sensation in an axillary node which 
was invaded by an inflammatory metastatic process. 
This sensation would develop about one minute 
after the ingestion of alcohol and was of extremely 
short duration. However, it would be reproduced 
by repeated administration of the preparation used 
in this study. The administration of orange juice 
alone failed to reproduce this symptom. 


Comment 
Several theories have been proposed to explain 
the phenomenon of alcohol-induced pain. Hoster "* 
suggests that edema of the site involved may be re- 
sponsible for the pain. However, de Winter “* re- 
ports a patient with an osseous lesion of Hodgkin’s 
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disease in the sacrococcygeal region who had relief 
of pain with hot baths. Since heat increases blood 
flow and causes vasodilatation, it might be expected 
on the basis of this theory to cause pain rather than 
to relieve it. Biche] and Bastrup-Madsen "“ tested 
seven vasodilators in patients with Hodgkin's dis- 
ease and alcohol-induced pain. None of these vaso- 
dilators (including glyceryl trinitrate ointment, his- 
tamine, and nicotinic acid) could reproduce this 
symptom. Release of histamine at the site of the 
lesion has been suggested as a possible mechanism 
by Burchell,* however, histamine failed to produce 
pain in the studies by Bichel and Bastrup-Madsen. 
Gros “ was able to alleviate the pain with antihista- 
mines. This tends to support Justin’s '' theory that 
vasomotor changes of an allergic nature are respon- 
sible. Dawe * points out that in many cases of the 
granulomatous type of Hodgkin's disease the lesions 
show deposits of hyaline fibrous material around 
smaller arteries and nerves. Swelling, induced by 
alcohol, in this material or in the nerve itself may 


produce pain. It may be possible that alcohol can 


induce swelling which heat alone cannot. Conn and 
co-workers ** propose that the irritating effect of the 
alcohol itself may cause the pain. It is obvious that 
the mechanism is not clear. 

Clinical studies have demonstrated that this phe- 
nomenon is not specific for Hodgkin's disease. Pa- 
tients with other malignancies or bone diseases may 
experience pain which is indistinguishable from 
that seen in Hodgkin's disease after the ingestion 
or infusion of alcohol. 

At times this finding of alcohol-induced pain may 
be of clinical value. Reliable clinical reports have 
confirmed its presence in patients with Hodgkin's 
disease, traumatic fracture, osteomyelitis, carcinoma 
of the breast, thymus, and pancreas, acute pancre- 
atitis, acute lymphangitis, and sarcoidosis and by 
history (without confirmatory testing) in a case of 
giant follicular lymphoma and in a patient with no 
demonstrable pathology.** The basic examination of 
such a patient should be directed to evaluate the 
presence or absence of these particular diseases. 

Hoster,'* de Winter,'* and Godden and co-work- 
ers '" have suggested that in patients with alcohol- 
induced pain as a result of Hodgkin's disease the 
relief of this symptom might be used as an indica- 
tion of successful palliative therapy. In addition, the 
appearance of pain at a new site in such an individ- 
ual after the ingestion of alcohol may indicate new 
areas of involvement not yet clinically evident, and 
the physician should be alerted to this possibility. 

In spite of these clinical implications, alcohol- 
induced pain must be considered a nonspecific phe- 
nomenon occurring in a variety of diseases, many 
of which may not yet be reported. 
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Summary 

Forty-eight cases of various types of lymphade- 
nopathy, bony lesions, and malignancy have been 
studied for the presence of alcohol-induced pain. 
After the oral ingestion of alcohol, in two cases of 
Hodgkin's disease, three cases of bone disease, and 
one case of metastatic carcinoma, this symptom was 
present. This demonstrates that this phenomenon is 
found in other diseases and that it is indistinguish- 
able from that seen in patients with Hodgkin's dis- 
ease. It should therefore not be used as a diagnostic 
aid for this condition. 

It does, however, have some clinical value in 
directing the physician to a consideration of the 
various diseases in which it has been reported. In 
patients with Hodgkin's disease, this symptom when 
present may be of value in focusing early attention 
on new areas of involvement. 

3611 R St. N. W. (7) (Mr. Braun). 

This study was made under the Cancer Chemotherapy 
Research Program, Dr. Bruce I. Shnider, Director, supported 
by a grant from the National Cancer Institute, National In- 
stitutes of Health, Public Health Service, Department of 
Health, Education, and Welfare. 
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IPIDS IN THE BLOOD.—The lipids are for the most part insoluble in water, 
and in the blood they do not occur in the free state but are associated with 
each other and with proteins as complex water-soluble molecules (lipoproteins ) 

and as emulsion particles (chylomicrons). In the post-absorptive state (a term used 

to define a state when neither absorption from the gut nor mobilization from the fat 
depots is occurring), the lipids in the plasma—fatty acids, triglycerides, phospholipids 
and cholesterol and its esters—are found in one or other of the two classes of lipopro- 
tein complexes known as the ¢- and 8-lipoproteins. These are maintained at a more 
or less steady concentration by processes which occur predominantly in the liver. 
When absorption of a fatty meal occurs, additional lipid, almost entirely in the form 
of chylomicrons, enters the blood stream from the thoracic duct and causes a tran- 
sient increase in the concentration of total lipid. The chylomicrons consist predom- 
inantly of triglyceride, but they also contain a small proportion of cholesterol and 
phospholipid, and in the blood they are apparently stabilized by a surface layer of 
protein (Frazer, 1949; Robinson, 1955). The form in which fat is mobilized from 
the depots is less well defined; it may be partly as triglyceride in lipoproteins and 
chylomicrons or as unesterified fatty acid. The latter occurs in the blood as a soluble 
complex with the plasma albumin. In general, the removal of lipids from the blood 
is determined by the permeability of the blood capillary membrane to the various 
lipid complexes or to their lipid components. However, at certain sites, cells in con- 
tact with the blood, such as reticulo-endothelial cells or possibly hepatic parenchymal 
cells, may be able to take up lipids directly.—J. E. French, D.M., D.Phil., B. Morris, 
B.V.Se., D.Phil., and D, S. Robinson, M.A., Ph.D., Removal of Lipids from the Blood 
Stream, British Medical Bulletin, September, 1958. 
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Meneely ' and others have pointed out that the 
practice of adding sodium chloride to our diet is 
largely and perhaps entirely based on an acquired 
taste. It has been suggested that the use of salt as 
a condiment began after its introduction as a pre- 
servative of meats and other perishables. In the 
history of man, this event appears to have co- 
incided with the establishment of semipermanent 
abodes in contrast to the previous nomadic exist- 
ence. The evidence in support of this view is in- 
ferential and is based largely on the fact that the 
word for salt does not appear in the language of 
any tribe prior to the establishment of settlements. 
On the other hand, it should be pointed out that 
animals seek out springs which contain this salt. In 
the adult animal, at least, this may be presumed to 
be a matter of taste. 


Adjustments to Sodium Restriction 


Irrespective of whether man’s taste for sodium 
chloride meets a fundamental physiological need or 
is acquired, the fact remains that mammals possess 
an effective means of conserving sodium and chlo- 
ride during periods of total deprivation of these 
electrolytes. Thus, the institution of a sodium-free 
regimen promptly evokes a marked reduction in the 
renal output of this ion in the urine to levels ap- 
proximating zero * and reduces the sodium content 
of sweat and saliva.’ These levels can then be em- 
ployed as a measure of the efficacy of sodium re- 
striction. This restriction even augments the already 
high tendency to absorb sodium from the portions 
of the gastrointestinal] tract caudad to the stomach.* 
This conservation is mediated largely and perhaps 
entirely through the adrenal cortex and particularly 
through the most potent of the sodium-conserving 
steroids, aldosterone. Other adrenocortical steroids 
may, however, play a role. Higher centers probably 
participate in this regulation in view of the demon- 
stration that some unidentified portion of the brain 
influences aldosterone output,’ that, in occasional 
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AND CLINICAL 


cerebral disorders, sodium wastage occurs, and that 
antidiuretic hormone, under certain circumstances, 
exerts a natriuretic and chloruretic effect.* This 
last point is controversial, however, and requires 
various qualifications that are too extensive for 
inclusion in this review. 

Only a few observations concerning the effects 
of sodium restriction on body composition are avail- 
able, and their value is compromised by the usual 
limitations in such measurements and by the fact 
that the prolonged studies have been conducted 
only on ill patients.’ Under these conditions, a 
slight decrease in extracellular sodium and a dimi- 
nution of the extracellular space and the plasma 
volume usually occur. Many patients on a sodium- 
restricted regimen, and especially those on a rice 
diet, lose weight. This weight loss represents a de- 
crease in extracellular volume, a loss of body fat, 
and, at least in the initial phases of the use of such 
diets limited in protein, a loss of body protein. 


Clinical Use of Sodium-Restricted Regimens 


In Congestive Heart Failure.—For at least a half- 
century,” the recognition of a diminished ability to 
excrete ingested sodium in congestive heart failure 
has provided a natural basis for sodium restriction 
in the prevention and treatment of edema. The 
once lively controversy as to whether such limita- 
tions in sodium output are the result of diminished 
filtration or increased tubular reabsorption of so- 
dium has quieted down with the demonstration 
that both factors may be operative,” and it is now 
succinctly summarized in the phrase “glomerular- 
tubular imbalance.” The practical issue remains: 
When and to what degree must sodium restriction 
be practiced? It seems wise to institute a diet low 
in sodium in all cases of congestive heart failure, 
prophylactically if for no other reason, even though 
effective control of edema may be achieved by 
diminishing physical activity, by administering dig- 
italis and diuretics, and by related measures that 
correct the fundamental defect in congestive fail- 
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ure, that is, the disparity between the needs of the 
tissues and the ability of the heart and circulation 
to meet these needs. The degree of restriction can 
be modified in time, however, in accord with the 
effectiveness of the other variables in the treatment 
program. In some patients a diet containing 800 
mg. of sodium may suffice. In others, rigid restric- 
tion to 30 or 50 mg. of sodium fails to control or 
correct an increasing edema. 

In Cirrhosis with Ascites with or without Edema. 
—Similarly, in cirrhosis with ascites and peripheral 
edema, the degree of sodium interdiction that. is 
necessary is determined by the effectiveness of 
other measures designed to improve the renal out- 
put of this ion. Thus, replenishment of circulat- 
ing colloid by plasma, human serum albumin, or 
plasma substitutes may induce a diuresis. Relief of 
increased intra-abdominal pressure by abdominal 
paracentesis or diuretics can diminish the tendency 
to reaccumulate sodium excesses in some patients. 
In others, none of these measures proves effective 
unless improvement in the underlying hepatic dis- 
order is achieved."" 

In Renal Diseases with Edema.—Whenever 
weight gain, pitting edema, or hypertension are 
present in acute glomerulonephritis, it is wise to 
restrict sodium as much as possible. The need for 
absolute interdiction appears less clear in the 
milder attacks when it is remembered that patients 
can pass through the entire episode without recog- 
nizable symptoms or signs. However, since the 
dangers of unrestricted sodium intake are definite 
in certain patients (hypertension, convulsions, ac- 
tual or simulated congestive failure, and pulmonary 
edema ''), it is best to practice salt restriction in 
all patients, irrespective of the severity of the 
attack. 

In subacute glomerulonephritis characterized by 
a nephrotic syndrome with anasarca, only a minor- 
itv of the patients control their edema on sodium 
restriction alone, but if restriction is not practiced 
routinely, the degree of edema increases. In some 
of these patients, however, cancellation of the low 
serum albumin values alone may produce a 
diuresis."* 

In chronic nephritis, most patients show no clini- 
cally significant ability to dispose of sodium loads.'* 
In view of this fact, the question of sodium re- 
striction as a prophylactic measure in all cases of 
chronic nephritis is difficult to answer categorically. 
Opinions vary concerning the possible adverse 
effects of sodium restriction upon renal function. It 
is true that decreases in effective renal blood flow, 
in glomerular filtration, and in maximum tubular 
function are often recorded during the low-sodium 
and protein-adequate regimens, but, in the experi- 
ence of Page and Corcoran “* and of others, these 
are usually not of clinical significance. It is our 
custom to advise patients with chronic renal dis- 
ease who have no edema to decrease sodium intake 
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by avoiding high-salt foods and to employ salt 
substitutes as condiments. In some patients with 
severe hypertension, more rigid sodium restriction 
is prescribed, in the hope that the course of the 
vascular component of the disease will be re- 
tarded."* If the renal failure is accentuated, the 
patient is returned to a more liberal ration of 
sodium. The rare, true sodium-waster should, 
however, be kept in mind in limiting sodium intake 
in any patient with renal disease. Once edema 
appears, salt-losing nephritis can be discarded as 
a possibility. 

In Treatment of Hypertension.—The advent of 
effective antihypertensive drugs has decreased the 
interest in, and the use of, low-sodium regimens in 
the therapy of hypertension. However, in a minority 
of patients with blood pressure elevations, restric- 
tion of the sodium intake to 200 mg. per day or 
less is followed by a decrease in readings toward or 
to normal.'* The program should be followed for 
four to six weeks before deciding that the patient 
will not respond. 

In Toxemia of Pregnancy.—Though detailed ob- 
servations on body fluid changes in normal preg- 
nancy and in toxemia that are based on the newer 
techniques are just beginning to accumulate, they 
support the rationale of the time-honored restriction 
of sodium in any pregnant woman who develops 
hypertension, proteinuria, or edema. Irrespective of 
whether these clinical manifestations in a particular 
patient represent toxemia or some other incidental 
form of cardiovascular-renal disease such as glomer- 
ulonephritis, a low-sodium diet is proper therapy. 
General application of this view undoubtedly 
plaved a major role in decreasing the incidence of 
toxemia of pregnancy. 

In Low-Salt Syndromes.—Some comments are in 
order concerning particularly troublesome forms of 
the low-salt syndrome, that is, the presence of con- 
gestive heart failure, cirrhosis, or renal disease in 
the hyponatremic edematous patient. The whole 
subject of low-sodium syndromes and their rela- 
tion to sodium restriction has been discussed else- 
where,"° and at this time it will suffice to point out 
that these patients are usually not sodium-depleted. 
Their total sodium stores are actually increased, 
and sodium administration fails to restore the con- 
centrations of sodium in the blood to normal and 
ultimately only aggravates the edema. Occasionally, 
an element of sodium depletion may be superim- 
posed upon this form of hyponatremia. This seem- 
ing contradiction is resolved if it is recalled that 
these instances of hyponatremia fall into the so- 
called new steady state category. Alterations in the 
volume, composition, and distribution of water and 
sodium, either as a result of the underlying disease 
or possibly the therapy, are perpetuated by a new 
setting or a relative inefficiency of the homeostatic 
mechanisms. Sodium restriction, except as a measure 
that prevents further accumulations, is invariably 


be 


1888 COUNCIL ON FOODS AND NUTRITION 


ineffective. The very low concentrations of sodium 
in the urine, even before the institution of sodium 
restriction, are in keeping with the high output of 
“sodium retaining factor” that is largely or entirely 
aldosterone.'*® Even if the entire intake of sodium 
is cut off, a diuresis does not occur. Occasionally a 


TaBLe 1.—Sample Diet® Containing 50 Mg. of Sodium 


Car- 
A- Pro bohy- So Potas 
mount, tein, Fat, drate, dium, sium, 
Gm Gm Gm Gm Mg Mg 
Breakfast 
Orange juice 100 1 O05 
Oatmeal 100 2 wile 15 20 170 
Toast, unsalted 2 2 ~ 15 1.0 18 
Butter, unsalted 10 10 05 O4 
Sodium-free milk 240 8 10 12 6.0 320 
Casec 13.2 0.3 3.0 
Subtotal 25.2 20.3 pad 12.0 698.4 
Dinner 
Potatoes 300 6 45 2.4 1,230 
Green beans 100 1 3 09 300 
Bread 25 2 eee 15 1.0 18 
Butter 30 30 15 1.2 
Sodium-free milk 240 12 6.0 320 
Coca-cola 120 awe 11.4 1.2 62 
Tomato salad 15 115 
Orange 100 owe 10 03 170 
Canned peach 100 2% 5.0 31 
Casec 13.2 03 3.0 
Subtotal 30.2 0.3 114 22.8 2,267.2 
Supper 
Bean soup 300 5 aie 15 1.0 1,300 
Macaroni 300 19.5 19 114 Li 240 
Bread % 2 ee 15 1.0 18 
Butter 10 10 O05 04 
Sodium-free milk 240 s 10 12 6.0 320 
Coea-cola 120 11.4 1.2 62 
Green peppers as 
desired 
Pears, raw 100 nm me 15.8 20 100 
Casee 15 13.2 0.3 3. 
Subtotal 47.7 22.2 203.2 17.2 2,575.4 
Total 103.1 82.8 371.6 52.0 5,521 
mEq. 3 141.5 


“Supplemented with iron and vitamins and containing 2,644 calories 


patient will respond to expansion of the plasma 
volume with colloids, and it has been suggested 
that restriction of water intake is beneficial. All 
attempts should be made to correct the underlying 
disease of the heart, liver, or kidney. No great 
amount of hope in sodium restriction is justified, 
and the prognosis for these patients as a group is 
poor; in our experience one-third to one-half die."* 

During Adrenocortical Steroid Therapy.—Diets 
extremely low in sodium (30 to 50 mg.) are com- 
pletely effective in preventing the sodium accumu- 
lation that accompanies the use of corticotropin 
(ACTH), cortisone, and hydrocortisone.’* As a 
matter of fact, in previously edematous patients a 
diuresis may occur during the course of such treat- 
ment. In our experience, such diets are well toler- 
ated by children, and hospitalized adults abide by 
the regimen without undue distress for months. 
Such marked sodium restriction does not prevent 
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the steroid-induced rise in blood pressure observed 
in some three-quarters of such patients, nor does 
it cancel the tendency to hypokalemia and alkalo- 
sis.” Potassium supplementation is usually not neces- 
sary, since the low-sodium diets already contain 
some 150 mEq. of this ion. 


Practicalities and Hazards of Low-Sodium Diets 


Tables 1, 2, 3, and 4 indicate constituents that 
may be included in diets containing 30, 50, and 
200 mg. of sodium.* Though expressed as sodium 
chloride, the actual chloride content of these diets 
is not known. The acceptability of such diets is 
largely dependent on the benefits they confer on 
the patient, on the ingenuity of the dietitian or 
housewife, and on the use of sodium chloride sub- 
stitutes. A number of useful volumes on low-sodium 
cookery are available for this purpose. If salt 
substitutes are used in conjunction with diets 
limited in sodium, their composition should be 
scrutinized when potassium restriction is also neces- 
sary. Iron and vitamins must be included in all 
these regimens if low-sodium diets are to be used 
for more than a few days. 

The rice diet introduced by Kempner" or a 
low-sodium, dialyzed milk formula fortified with 
carbohydrate may also be used for purposes of 
sodium restriction.” The rice diet is low in protein 
(25 Gm.), but this quantity permits attainment of 
nitrogen balance. Monotony, however, is a major 
problem with both of these regimens. 

In some patients, the sodium content of the diet 
may be liberalized somewhat by intermittent use 
of diuretics and by prescribing the acidifying 


Tas_e 2.—Other Constituents Used in a Diet,® Containing 
50 Mg. of Sodium 

Beverage... ...Coca-cola, fruit juices, sodium-free dialyzed milk, 

water 

{Cooked: Cream of wheat (plain), corn meal, oats 


1 (rolled), Ralston, Wheatena 
Dry: Puffed rice, puffed wheat, shredded wheat 
{Fresh Any fresh fruit except cantaloupe 
MERE Canned: Applesauce, apricots, cherries, grapes, 


peaches, pears, pineapple, prunes, dates, 
figs (raw or canned), lemon juice 
Vegetable .......4 Asparagus (fresh or frozen), beans (dry, navy, fresh 
or frozen green, fresh lima, soy), corn on cob (fresh), 
cranberries, cucumbers, eggplant, lentils, lettuce, on 
jons, peas (fresh), peppers (green), potatoes, toma 
toes, rice 
Miscellaneous ....Bread (unsalted), butter (unsalted), casee, cinnamon, 
cloves, cocoa (American process), coconut (fresh or 
unsalted), cornstarch, flour, honey, jelly, maca 
roni, mustard, Neceo wafers, nuts (unsalted), peanut 
butter (unsalted), pepper (black), popped corn (un 
salted), vinegar, spaghetti, Spry, sugar 
"Variety has been added to diet by use of readily available proprie 
tary handbooks describing use of protein supplements modified, when 
necessary, by eliminating those ingredients that would increase sodium 
content of diet above 50 mg. All foods to be cooked without addition 
of salt. Diet must be supplemented with iron and vitamins. 


forms of the cation exchange resins. The latter 
should be given in dosages of 40 to 60 Gm. each 
day for several days at a time, the potassium- 
containing form should be avoided if potassium 
accumulation is a problem.’* The ammonium types 
should not be employed in patients on the verge of 
hepatic coma. 
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The chief hazard of sodium-restricted diets is 
the depletion of the sodium ion. Depletion may 
occur abruptly as a consequence of extrarenal losses 
of this ion in diarrhea, vomiting, other gastrointesti- 
nal drainage, or sweating. Circulatory collapse or 
water intoxication with convulsions may then re- 
sult. Under such circumstances, the regimen should 
be discontinued immediately and sodium salts and 
plasma or plasma substitutes administered. In addi- 
tion, patients on exchange resins may develop 
potassium depletion and deficits of multivalent 
cations such as calcium and iron.'* This can be 
avoided by interrupted programs of administration. 


Summary and Conclusions 


In any patient with edema, the therapeutic goal 
is the attainment of a negative balance of sodium 
chloride and water. Regimens restricted in sodium 
either in the form of the rice diet, dialyzed milk 
formulas, or diets containing 30, 50, 200, or SOO mg. 
of sodium chloride often result in a diuresis in 
patients with congestive heart failure, cirrhosis, 
renal failure, or toxemia of pregnancy. In prolonged 
usage, sodium-restricted diets are monotonous and 
prove burdensome. It should be remembered that 
some patients respond to slight or moderate sodium- 
restricted diets, especially if the underlying cause 
can be corrected. Cation exchange resins in the 
appropriate cycle and diuretics may prove to be 
effective adjuvants in such patients. 


3.—Diect® Containing 200 Mg. of Sodium 


Beverage Low-sodium milk (2 cups), tea, fruit juice, Coca-cola, 
cocoa (American process) made with low-sodium milk 
or water 

Bread Yeast bread or rolls made without salt or milk, as 
desired 

Cereal és Cooked, without salt, as desired; puffed wheat, puffed 
rice, shredded wheat 

Fut male Any unsalted tat, as desired 

Fruit.. mate As desired Gimit cantaloupe and dried figs to 1 sery 
ing) 

Meat or 

alternate ¢ Eee (limit to 1 a day), meat or fish (5 07. cooked 
weight), any fresh meat (except kidney, liver), any 


fowl, any fresh fish, oysters 
Potato or 
alternate \s desired 
Seasoning Any except salt 
Soup... Cream soups, made from allowed foods 
Made from allowed foods, such as unsalted fruit pie, 
fruit tapioea, cornstarch pudding 


Dessert... 


Sweets .... Jam, jelly, honey, maple sirup, white sugar, as de 
sired 

1 cup of tresh or frozen or canned without salt: as 
pauragus, creen beans, wax beans, lima beans (fresh)! 
navy beans, peas (fresh),} tomatoes, soy beans, bro« 
eoli, Brussels sprouts, cabbage, carrots, cauliflower, 
rutabagas, turnips, parsley, cowpeas, exgplant, en 
dive, lentils (dry), squash, corn, lettuce, parsnips 


Vexetable 


*No salt, soda, or baking powder used in the preparation of any 
foods 

*+No meat juices, broths, or gravies are to be used 

} Frozen lima beans and peas are salted 


There exists, however, a group of edematous 
patients with low levels of sodium in their serum 
in whom none of these measures proves effective. 
In these forms of the low-salt syndrome, the mech- 
anisms regulating the concentration, volume, and 
distribution of body fluids are operating at new 
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settings, or homeostasis is disturbed. These have 
been called “new steady states.” The edema does 
not respond to sodium restriction, because the renal 
conservation of filtered sodium is virtually complete 
as a result of increased amounts of sodium-retaining 


Taste 4.—Sample Diet® Containing 30 Mg. of Sodium 


Car 
\ Pro bohy So Potas 
mount, tein, Fat, drate, dium, sium, 
(im (im Gm Me Me 
Breaklast 
Orange juice 0.25 
Outmeal 1 7 05 
Toast, unsalted 12 1 7 05 9 
Butter, unsalted 0.25 0.2 
Sodium-free milk 140 4 6 160 
Casec 10 02 ove 1.0 
Subtotal 14.8 10.2 5.50 449.2 
Dinner 
Potatoes 15 410 
(ireen beans 1 15 0.45 
Bread 44 4 10 1.0 18 
Sodium-free milk s 12.0 60 320 
Coca-cola 120 11.4 1.2 62 
Tomato salad 15 115 
Orange 1 10.0 03 170 
Cusec 4.4 9.1 1.0 
Subtotal 174 64.9 13.25 1,245.8 
Supper 
Bean soup 1m) 1.2 03 433 
Macaron os 0.7 120 
Butter 10 0.5 O4 
Sodium-free milk 4 24 160 
Coca-cola 7 31 
(rreen peppers as 
lesired 
Cucumber ) 115 
Pears, rew 7.9 0 


(asec 


Subtotal 16.0 10.6 OT7.4 
Total 187.5 2,572.4 
mEq 1.3 66 


Supplemented with iron and vitamins and containing 1,490 calories 


factors that consist largely or entirely of the 
mineral-regulating adrenocortical steroid, aldo- 
sterone. In such patients, the concentration of 
sodium cannot be returned to normal by sodium 
administration. The chief therapeutic attack should 
be directed at the underlying disease of the heart, 
liver, or kidney. In some patients, however, ex- 
pansion of the plasma volume may control the 
edema, and it has been suggested that water re- 
striction may be of benefit. 

Rigidly restricted diets may prove beneficial in 
the control of hypertension, though antihyperten- 
sive drugs are more effective in this regard. Sodium- 
restricted diets are also beneficial as a prophylaxis 
in patients prone to develop edema, as in pregnancy 
or in those receiving adrenocortical steroids or 
other agents that lead to sodium retention. 

The hazards of sodium restriction are those of 
sodium depletion, usually via extrarenal routes, 
with circulatory collapse, renal failure, and a tend- 
ency to convulsions resulting from the attendant 
hyponatremia. The clinician must be alert to the 
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premonitory signs of the salt depletion type of low- 
salt syndrome. These may consist of mental changes 
such as confusion, decreases in urine output, or 
a rising level of blood nonprotein nitrogen or blood 
urea nitrogen. 

The effectiveness of a sodium-restricted regimen 
may be judged by the patient's responses, such as 
diuresis, weight loss, decrease in edema, or im- 
provement in clinical status; however, the failure 
to observe any of these changes does not necessarily 
mean the patient is not following the diet 
assiduously. Measurements of urinary sodium out- 
put may detect incomplete adherence in those pa- 
tients in whom secondary aldosteronism is not pro- 
nounced. The use of low-sodium diets requires a 
definition of the mechanisms operative in any 
particular instance of edema, an appropriate degree 
of sodium restriction, the use of adjuvants such as 
exchange resins and diuretics, and an awareness of 
the adverse effects of sodium depletion. 
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portion of the internal carotid artery. The tunica adventitia of the sinus is 

thicker than the tunica adventitia of the rest of the artery, and contains spe- 
cial nerve cells or “nerve receptors” situated between the layers of collagen. Pres- 
sure-sensitive fibers of the glossopharyngeal (“nerve of Hering”), hypoglossal, vagal, 
and cervical sympathetic nerves are generally believed to carry afferent impulses to 
the vasomotor and cardio-inhibitory centers in the reticular formation of the medulla. 
From here the impulse traverses the central synapses and, after crossing, passes 
contralaterally as a motor impulse toward the periphery through widespread auto- 
nomic nerve pathways, namely the vagus, the sympathetics, and the central motor 
pathways. The type of response, therefore, depends primarily on the direction of 
the motor responses induced. Normally, the carotid sinus is concerned with regula- 
tion of blood pressure and cardiac rate, and mechanical pressure will cause slight 
slowing of pulse with concomitant slight fall in blood pressure. In patients in whom 
the carotid sinus reflex mechanism is abnormally sensitive, however, mechanical 
stimulation produces marked symptoms.—R. E. Roscoe, M.D., C, P. Faller, M.D., 
and K. E. Quickel, M.D., The Treatment of the Carotid Sinus Syndrome, The Amer- 


ican Journal of Cardiology, September, 1958. 
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*® Doctors Aid Book-Learning 


© 5 Health Groups with 1 Aim 
® Planning Indigent Care 

® Case of the Vanishing Rent 
© Christmas Giving Via AMEF 
® Quiz 10,000 Lawyers 

© Study Mobile Health Units 


Coffins, Costs, and Care 


“I think one reason hospital costs 
are going up and have gone up is 
that the patient now comes out on 
his own two feet, instead of in a 
coffin,” 

That is the opinion of U. S. Con- 
gressman Thomas B. Curtis of Mis- 
souri. He goes on to say, “People 
get an awful lot more for one dol- 
lar of medical and_ hospital care 
today than they ever got before.” 
Curtis believes that the increased 
cost of living today indicates, in 
many cases, an increase in the qual- 
ity and standard of living. Among 
these increases are better medical 
care and longer life. 

These same vears of added life, 
however, are levving a tax of infla- 
tion on America’s older citizens, 
thus creating an economic problem, 
the Congressman said. His sug- 
gested solution: Modern nursing 
homes which can care for the aged 
at a reduced rate. 

Government, Curtis said, will 
always play an active role in solving 
social problems, but he stresses the 
individual's role in bringing about 
improvements and he urges medi- 
cine to take an interest in govern- 
mental activities at the “grass roots” 
level. 

In a final word of advice to phy- 
sicians assembled at the A. M. A.’s 
recent PR Institute, Curtis said: 
“Keep a broad outlook, get the 
word out on specific issues, and 
give Congressmen the benefit of 
your beliefs and honest debate.” 
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Doctors Start Acting to Foster 
Scholarship Among Teenagers 


Academic achievement has become a national resource—and_ physicians 
of at least one county medical society are putting those words into action. 

Within a few weeks, thanks to leadership by members of the Adams 
County Medical Society at Quincey, IIl., another incentive to improved high 
school scholarship in that community will be established. The first annual 
cash awards of $100 each and engraved gold keys will be presented to 
the boy and the girl who earned the highest grades—with emphasis on aca- 
demic subjects—during the past year in the six high schools of Quincy 
and Adams county. 

This so-called Doctor's Plan of awards, made possible by an anonymous 
Quinev physician, is the latest of several steps taken under medical society 
initiative in recent years to counteract a public schoo] tendency of pro- 
moting sports and extracurricular activities at the expense of book learn- 
ing. The growing movement in Illinois was inspired by a group of Fort 
Dodge, Iowa, physicians who launched a campaign in 1954 “to promote 
and popularize scholarships as the principal objective of schools.” Those 
doctors created the Fort Dodge Foundation for Academic Achievement 
which honors top scholars of the community's two high schools at a ban- 
quet each spring 

Two vears after the successful Fort Dodge effort began, the Kiwanis 
Club of Quiney (which has nine physician members) and the club’s Swan- 
berg Kiwanis Foundation (brain child of Dr. Harold Swanberg, a radiol- 
ogist in the community) organized the Quincy Major Learning Program— 
“dedicated to a college education for every talented high school graduate 
of Quincy and Adams county.” The president of the foundation is Dr. 
Warren F. Pearce, an internist 

Through the spoken and the written word, that program is hammering 
home the point that a “crisis in education” (see box) could cause this 
nation to lose “the cold war of the classrooms.” Physicians, teachers, 
businessmen, parents, local government officials, Kiwanis Club members 
in many fields of endeavor—all have been intent upon doing everything 
possible to identify superior and talented high school students and to 
guide and motivate them to secure a college education. All have been 
emphasizing the fact that presently half of this nation’s brightest high 
school students do not go to college. Those were the words and aims in 


Quincy. So far, these are the actions, too: 
The Adams County Medical Society has established annual awards 
of certificates for up to 10% of the boys and 10% of the girls of local high 


Fig. 1.—These students, competing for college scholarships in Illinois, per- 
sonify the successful efforts of many individuals and groups—including physi- 
cians and their medical societies—to promote academic achievement as a higher 
priority goal for teenagers. 
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by the Russian race for knowledge.” 


years of mathematics, two vears of science.” 


What Others Say About Our “Crisis in Education” 


“In [Soviet] education the spirit is a race for knowledge, for supremacy in a way of life and world 
leadership. They are convinced that time is on their side and they can win world supremacy through 
education and hard work. We as a nation cannot afford to disregard the challenge imposed upon us 
—Dr. Lawrence G. Derthick, U. $. Commissioner of Education 

“There is no substitute, in preparatory education, for the rigorous study of fundamentals in mathe- 
matics, English, a foreign language, science, history and social studies.” 

—Dr. Milton Eisenhower, President of Johns Hopkins University 


“Every [high school] student must take four years of English, four years of social studies, two 


—Dr. James B. Conant, former President of Harvard University 


“English, foreign languages, science, mathematics, and history are the things that every high school 
student needs. All of us have to live in a modern world where things are fundamental. All are citi- 
zens and must use intelligence in making decisions, otherwise the nation is headed for disaster.” 

—Dr. Arthur Bestor, Professor of History, University of Illinois 


school graduating classes who achieve highest 
grades (with emphasis on performance in academic 
subjects). The certificates are presented at joint 
luncheon meetings given by the medical society 
and the Kiwanis Club. 

—Last summer 82 local high school teachers at- 
tended workshop sessions on guidance counselling, 
conducted by Western Illinois University and fi- 
nanced by grants from the Quincy Board of Educa- 
tion and the Swanberg Collegiate Educational 
Fund of the American Medical Writers’ Association. 

—Scholarship opportunities, particularly those of- 
fered by the State of Illinois (fig. 1) have been 
publicized broadly in the Quincy area as added 
incentives to academic achievement. Last month 
the Quincy Major Learning Program scheduled 
four television, school, and luncheon meeting talks 
in Quincy for the associate director of the Illinois 
State Scholarship Commission. 

—Literature on scholastic incentives and current 
scholarship opportunities is being sent free of 
charge to parents in Adams county and to high 
school students. 

—Local high school seniors who score high in 
National Merit Scholarship tests are praised in 
published items, such as one distributed last month 
under the headline “Quincy Is Proud of Four 
Quincy Senior High School Seniors.” 

—A program is under way to acquaint other 
county medical societies and community organiza- 
tions with the great public service potential of proj- 
ects similar to the ones in Fort Dodge and Quincy. 
Under this program, for example, Dr. Swanberg is 
scheduled to address a group of community lead- 
ers in Kirksville, Mo., later this month (Dec. 18). 
In addition, an exhibit of the Quincy Major Learn- 
ing Program has been shown before several local 


and national Kiwanis groups, the Illinois State 
Medical Society, the Mississippi Valley Medical 
Society, the American Medical Writers’ Association, 
and other organizations. 

The Broader Picture 


Already, these activities sparked by physicians in 
Iowa and Illinois are being reinforced on a national 
scale. Last March, for example, the Commission on 
Research and Service of the accrediting North Cen- 
tral Association of Colleges and Secondary Schools 
received a grant of $174,000 from the Carnegie 
Corporation of New York to conduct a two-year 
research project whose purpose is identical to that 
of the pioneering medical society efforts: “To find, 
develop, and implement procedures and programs 
in secondary schools which will identify, guide, and 
motivate as many as possible of the superior and 
talented students in all fields of learning to desire, 
plan for, and acquire a thorough college education.” 

Meanwhile, physician concern generally in pub- 
lic school education is rising on an individual basis 
throughout the nation. This is shown in the latest 
biennial survey report of the A. M. A. Council on 
Medical Service, which indicates that more and 
more physicians are serving on their local school 
boards. Such community service, of course, is both 
typical and traditional for the medical profession 
(see Medicine at Work, THe JournaL, March 16, 
1957 ). 

All this is gratifying to Dr. Swanberg. He says: 
“What a wonderful achievement it would be for 
the nation if county medical societies all over the 
country would give high school academic scholar- 
ship awards. How well we succeed in educating 
each child to the maximum of his inherent poten- 
tial will ultimately determine his fate and our own.” 
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Committee on Indigent Care 
Plans Study of State Programs 


How well are the personal health needs of the 
indigent and medically indigent being met in your 
state? Is there an adequate plan for provision of 
indigent care, or does it depend in great measure 
on the charitable impulses of physicians? 

These are the kinds of questions the A. M. A. 
Committee on Indigent Care of the Council on 
Medical Service will be asking constituent societies 
early next vear in an effort to up-date its continuing 
study of indigent medical care plans begun in 1951. 
Discussion of the proposed questionnaire took place 
at a Committee meeting in Chicago Nov. 2. In 1955, 
the Committee published case studies of indigent 
care operations in 18 communities selected to indi- 
cate variations in approach and medical society 
participation. 

In 1956, the House of Delegates adopted the 
Committee's “Guides for Medical Societies in De- 
veloping Plans for Tax-Supported Personal Health 
Services for the Needy.” How well these guides 
are understood and how widely they are being 
used are two areas the new study will cover. 

First recipients of the questionnaire will be 
Committee members who expect to gain insight 
into the problem by studying the situation in their 
own states. Field studies of selected areas may 
begin next spring. 


Bill for Indigent Care Anyway? 

“Physicians should always bill for indigent care 
services, even if they do not expect payment, be- 
cause not to do so is to give public agencies sup- 
porting such services an untrue picture of the cost 
of such care.” 

This opinion was expressed recently by a par- 
ticipant at a meeting of the A. M. A. Committee on 
Indigent Care. “Agencies charged with providing 
medical care for the indigent balk at the cost of 
providing Blue Cross, Blue Shield, or other kinds 
of prepayment plans on the ground that present 
methods of providing medical care are cheaper,” he 
said. “They aren't really cheaper, they just appear 
to be because many physicians do not bill for serv- 
ices they perform for indigent patients.” 


Chairman of the Committee on Indigent Care of the 
Council on Medical Service is Dr. John F. Burton of 
Oklahoma City. Other members are Drs. A. J. Bowles 
of Seattle; I. Jay Brightman of Albany, N. Y.; E. P. 
Coleman of Canton, Ill.; Wesley W. Hall of Reno, 
Nev.; E. A. Ockuly of Toledo, Ohio; and Dean W. 
Roberts of Chicago. Consultants are Mr. R. M. Hilliard 
of Chicago and Mr. Nelson B. Neff of Reno. Mr. 
George W. Cooley is Staff Secretary. 
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Five U.S. population centers are known to 
have central information and referral services for 
the chronically ill, and the Committee on Indigent 
Care plans to publish a report on their history, 
administration, operation, and services later this 
winter. 

The five are located in Chicago, Milwaukee, 
Cleveland, San Francisco, and Essex County, N. J. 
These organizations assemble, study, and make 
available information on existing resources and 
facilities for the chronically ill. They also have 
the potential for determining unmet needs, devel- 
oping coordinated programs, and assisting others 
in planning facilities and programs. 


Planning for Indigent Care Is 
Obligation of Local Societies 


“The medical profession should guide the de- 
velopment and operation of the medical aspects of 
[indigent care] programs to assure their remaining 
within proper bounds,” the Committee on Indigent 
Care stated this week in its annual report submitted 
at the Clinical Meeting in Minneapolis. 

To accomplish this, the Committee again urges 
that state and county medical societies take an ac- 
tive part in the planning and operation of such 
programs. Its report states: “The Committee plans 
to gear its future activities to the needs of the vari- 
ous states, providing them with necessary informa- 
tion on laws snd existing programs, advice, and 
consultation when requested.” 

The Committee is planning more meetings, simi- 
lar to those offered in the past, at which representa- 
tives of state societies will gather to compare and 
perhaps work out their problems together with the 
Committee and federal bureau help. Several state 
associations, according to the Committee, have 
taken an active part “not only in planning indigent 
medical care programs, but even in stimulating 
legislatures and governmental officials to undertake 
the study of state needs and facilities, preparatory 
to such programs.” 

“The Committee feels that there will be a con- 
tinually increasing interest in medical services in 
welfare programs, the report continues. “It be- 
hooves medicine to work with welfare agencies and 
to see to it that proper and adequate programs are 
developed. 

“This recommendation does not apply only to 
those areas where the medical profession receives 
payment from public funds. Even when the physi- 
cians services are provided through the charity of 
the individual physician in his office or while he is 
on staff service at the local hospital, the medical 
society should still maintain an active interest in 
the goals, the methods, and the operation of the 
over-all medical care program.” 
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Five Health Groups with One 
Aim—Improve Patient Care 


What are some of the problems which arise when 
a New Yorker is moved from a hospital to a con- 
valescent home? How might properly-worded book- 
lets help disturbed patients in South Dakota adjust 
themselves to hospital routines? How many Rhode 
Island patients will benefit from knowledge gained 
by physicians, nurses, and hospital administrators 
at joint conferences on infections and on rehabilita- 
tion techniques? 

These and related questions are being answered 
daily through the activities of special committees 
in hundreds of hospitals throughout the nation. A 
pioneer in this movement is the 10-year-old Na- 
tional Joint Commission for the Improvement of 
the Care of the Patient, which met several weeks 
ago in New York City to review achievements of 
similar commissions in 25 states, to elect officers, 
and to discuss such matters as development of hos- 
pital administrators, legal liability in hospitals, and 
medical house staff orientation. Named chairman 
for the coming year was Rev. John J. Flanagan, 
S. J., executive director of the Catholic Hospital 
Association. Elected as A. M. A. representative to 
the commission’s executive committee was Dr. 
Cleon Nafe of Indianapolis, a member of the 
A. M. A. Board of Trustees. Miss Margaret Giffin, 
director of hospital nursing for the National League 
For Nursing, was reelected secretary. 

The National Joint Commission was created in 
1948 as the result of an A. M. A. House of Dele- 
gates report. It is organized on the belief that pro- 
fessional people whose work is interrelated and 
mutually dependent can serve the patient more 
effectively when there is opportunity for coopera- 
tive planning, free discussion of problems, and 
evaluation of coordinated activities. These joint 
groups at the national, state, and hospital levels are 
designed to be advisory only—neither legislative nor 
setting policy for the parent organization. Members 
of the National Joint Commission represent the 
American Hospital Association, the American Medi- 
cal Association, the American Nurses’ Association, 
the National League for Nursing, and the National 
Federation of Licensed Practical Nurses. (The New 
York session last Oct. 24 and 25 was preceded by a 
meeting of the A. M. A. Committee on Nursing. ) 

Following are sample activities of the state com- 
missions as reviewed at the National Joint Com- 
mission conference: 

Arizona—“Gave assistance with legislation per- 
taining to Nursing Practice Act and intravenous 
therapy.” 

Connecticut—Studying nursing education costs; 
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legislating for nursing scholarships; developing a 
licensed practical nurse program. 

Kansas—“Acquainting” Blue Cross and Blue 
Shield with nursing «ceeds and resources. 

Nebraska—Presenting programs on rehabilitation 
and nursing homes. 

New York—Promoting regional conferences pat- 
terned on the Governor's Conference on Problems 
of Aging; studying use of intensive care units (see 
Medicine at Work, THe JournaL, April 26, 1958). 

South Dakota—Syonsoring workshops on disaster 
planning, diversional therapy and control of visitors 
to hospitals; compiling booklet for patients on the 
“why’s” of hospital procedures (see Medicine at 
Work, THe Journat, Dec. 1, 1956). 

Texas—Publishing a health careers booklet, “Deep 
in the Health of Texas.” 

Washington—Recommending a permanent ad- 
visory committee on drugs and therapeutics. 

Extension of the National Joint Commission's 
aims to state and hospital units was begun five 
vears ago. A similar step was taken this year when 
the A. M. A. Board of Trustees and the A. H. A. 
Board of Trustees endorsed a recommendation that 
every hospital create a Joint Conference Committee 
made up of representatives from its medical and 
governing groups “in order that there be a mu- 
tual understanding of each other's activities and 
problems” (see Organization Section, THE JOURNAL, 
Nov. 1, 1958). That recommendation now is being 
adopted in hospitals the country over. It, too, in- 
evitably will serve to improve the care of the 
patient as the health professions keep pace with 
modern needs. 

For, as Peter B. Terenzio, director of the Roose- 
velt Hospital in New York City, remarked to the 
National Joint Commission at its October meeting: 
“Originally, hospitals were places to die, not to 
get well. They were places for the poor sick, not 
for sick people generally. Today's hospital is for the 
care of the patient—everything else is secondary.” 


Two Minnesota Societies Aim at 
Home Care for the Chronically Ill 


Medical societies in two rural Minnesota counties 
have joined with other groups in programs to pro- 
vide chronically ill and disabled patients with home 
nursing and rehabilitation services. 

Wright County's medical society joined a citizens’ 
committee which is cooperating in turn with the 
state medical association’s committee on chronic 
disease and with the state health department to 
conduct a house-to-house survey. By late summer, 
the combined volunteers had recorded 155 persons 
confined to their homes by chronic illness, 49 of 
whom were previously unknown to county author- 
ities. More than two-thirds of the number were 
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65 or older. Forty per cent were suffering from 
diseases of the heart or blood vessels. 

Other groups with representation on the citi- 
zens’ committee include the board of public health 
nursing and the county welfare board. 

Wright County has already begun a layman’s 
course in nursing care for the homebound. Other 
recommendations growing out of the survey in- 
clude: 

—Establishing rehabilitation nursing as a service 
of the county public health program. 

—Offering outpatient physical therapy at the 
community hospital. 

—Encouraging a handicraft and recreation center 
for the aged and the handicapped. 

—Assembling a roster of persons qualified to offer 
home nursing care. 

—Establishing evaluation techniques on patient 
rehabilitation potential. 

Seventy miles away, in Steele County, the board 
of commissioners, cooperating with the county 
medical society and the public health nursing board, 
has established a pilot home nursing care program 
for the homebound ill or disabled. 

A licensed practical nurse gives supervised care 
to patients under a doctor's care. Cost of the visits— 
up to $3—depends on ability to pay. The program 
is partially subsidized by the Minnesota department 
of health. 


Query 313 on Medical Care Ideas 


The question: Taking everything into account, 
who do you think is likely to get better medical care 
—the person in a medical plan in which he chooses 
the doctor, or the person in a medical plan in which 
the plan chooses the doctor? 

The answer: Seventy-six per cent of the 313 per- 
sons interviewed in a national survey said they felt 
that better care would result if the patient, rather 
than the medical plan, selected the physician. 

Those figures are reported as results of a repre- 
sentative sample of the adult population by Opinion 
Research Corporation for the American Medical 
Association. 

The results, according to the Opinion Research 
Corporation, also indicated that a majority of those 
interviewed: 

—Said they felt continuity in a doctor-patient re- 
lationship was an important factor in good medical 


care. 
—Said they preferred to choose their own physi- 
cian even if it meant paying part of their own medi- 
cal costs. 
Detailed reports on the findings were published 
in two issues (Oct. 20 and Nov. 3) of The A. M. A. 
News. 
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New Facilities Being Used in 
Fight Against Alcoholism 

Two new facilities to aid those struggling to 
defeat alcoholism (see Medicine at Work, THe 
Journa, July 19, 1958) have come into being in 
recent months. In New York City, three men with 
$4 and a personal knowledge of the horrors of alco- 
holic addiction opened Fellowship Center in an 
88th Street hotel. And in Birmingham, the Alabama 
Commission on Alcoholism opened the doors of 
its first outpatient clinic. 

The aim in New York is “to bridge the gap be- 
tween the attainment of sobriety and a full, useful 
life.” Alabama’s stated objective is “to assist (the 
patient) to regain, not only sobriety, but better 
health and greater happiness by means of a more 
ideally adjusted personality.” 

The Fellowship Center is an outgrowth of one 
man’s self-dedication at a time when he was in a 
New York jail, a despairing alcoholic. It took five 
vears, but last January, Butord Peterson and two 
other men who had known similar suffering pooled 
their petty funds and their impressive faith to 
rent 14,000 feet of space in a small hotel. 

With use of money lent or contributed to the 
work, Fellowship Center functions primarily to 
rehabilitate the alcoholic whose home life has been 
shattered and whose addiction has frequently led 
to his being imprisoned. Peterson, an alcoholic for 
20 vears, says: “Sobriety, when first gained, leaves 
one in a state of weakness, confusion, indecision. 
Without a helping hand, a lapse looms danger- 
ously.” 

The Center offers immediate physica! necessities, 
bolsters “sick” morale, helps find work, explains the 
victim's plight to his family, and pools the wisdom 
of representatives of public and private agencies. 


Alcohol and its influence on personal well-being 
is being approached on two other levels. 

A seminar on counseling the alcoholic was 
presented for area clergymen Oct. 24 by the 
Chicago Committee on Alcoholism. Speakers  in- 
cluded Dr. Patrick Israel, psychiatrist and psychi- 
atric director of the committee, and Granger West- 
berg, professor of religion and health at the Uni- 
versity of Chicago. 

In February, an organization to discourage 
drinking by adolescents—Allied Youth, Inc.—will 
ask physicians in the U. S., through local chap- 
ters, to provide expert discussion leadership at 
meetings of teenagers. The high school-aged 
youngsters are encouraged to learn the nature of 
alcohol with the idea that this will encourage 
abstention. 
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Dr. R. C. Boyer, medical director of the New 
York City Department of Correction, is a member 
of the board of directors. Other board members 
and advisors include religious leaders, judges, so- 
cial workers, and parole officers. 

Alabama’s establishment of an outpatient clinic— 
as reported in the Journal of the Medical Associa- 
tion of Alabama—marks a change in policy. In 1945, 
the state created a Commission on Education with 
Respect to Alcoholism, emphasizing the educational 
approach. Last year, however, the legislature gave 
the commission an annual appropriation of $150,000 
and called for the establishment of outpatient 
clinics. 

Staffed by a team that uses the multidisciplinary 
approach found effective in other states, the first 
clinic accepts patients on self-referral or those who 
come at the suggestion of physicians, family, 
friends, clergymen, social agencies, or Alcoholics 
Anonymous. 

Director of the clinic and senior physician is 
Dr. Edwin M. Fuchs, resident psychiatrist since 
1955 at the Philadelphia General Hospital. He is 
assisted by a part-time internist, a part-time psy- 
chologist, and two full-time psychiatric social 
workers. 


New Look in Christmas Gifts 


A novel approach to the idea of Christmas giv- 
ing has been taken by the Arizona Medical Asso- 
ciation. It recently approved a resolution asking 
that the usual donors of small holiday gifts to 
physicians replace them with contributions to the 
American Medical Education Foundation. A new 
AMEF newsletter, “The Foundation,” reports that 
such donations would be expected to replace pro- 
motional calendars, desk sets, pens, and other 
items ordinarily sent to doctors. 

The newsletter also reported: 

—A gift of $1,000 from the Alaska Territorial 
Medical Association shortly after statehood was 
approved for the Territory this year. 

—Two gifts from medical societies representing 
proceeds of polio vaccination programs carried 
out on a public-service basis. A donation of $2,708 
was received from the Nashville Academy of 
Medicine and the Davidson County Medical So- 
ciety of Tennessee. Another $1,750 came from the 
Pueblo County Medical Society of Colorado. 

—Plans for the eighth annual meeting of AMEF 
state chairmen to be held Jan. 24-25 in Chicago. 

In the seven years since its founding under 
AMEF auspices, the AMEF has disbursed to 
medical schools more than 7 million dollars con- 
tributed by physicians and other donors (see 
Medicine at Work, THe Journat, April 20, 1957). 
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Case of the Disappearing Rental 
Illustrates Question in Ethics 


The Case of the Druggist and the Disappearing 
Rental is not a new Whodunit, but it forms an ex- 
ample of the type of ethical problem the A. M. A. 
Judicial Council feels should be handled by the 
county society. 

The case, cited as part of the Council’s annual 
report submitted this week at the Clinical Meeting 
in Minneapolis, involved a proposed contract for 
office rental sent to the Council by an unnamed 
physician. The office space was owned by a drug- 
gist and located in the same building as his own 
drugstore. Rental was to be $1,000 a month, but 
would be reduced on a sliding scale, depending on 
the number of prescriptions filled for the doctor's 
patients. 

The Council's report said: “If the physician sent 
the druggist an average of 10 prescriptions a day 
the rent would be $900 a month; if he sent 20 a day, 
rent would be $800. With each daily increase of 10 
prescriptions by the physician, the druggist agreed 
to reduce the monthly rental by $100 until the rental 
would be $1 a month if the physician sent the 
druggist an average of 100 prescriptions a day.” 

Is this unethical? It certainly is according to the 
report, which also stated: “The component society 
is an autonomous group and as such one of its prin- 
cipal duties is to apply ethical principles. Apparent- 
ly this obligation is not recognized . . . or is, at best, 
not accepted as a principal obligation. The Council 
has noted a failure on the part of physicians to turn 
to their county societies concerning the application 
of ethical principles and the failure of county so- 
cieties to be more aggressive in developing a sound 
program of ethics.” 

The Council receives numerous letters contain- 
ing statements similar to this: “One of the doctors 
on the staff of our hospital is in doubt concerning 
an ethical problem. Will you please advise me so | 
can tell the doctor what his conduct should be?” 

“Why should a doctor go to a hospital administra- 
tor with a question of ethics?” the report asks. “Why 
should the hospital administrator accept the re- 
sponsibility? How often do hospital personnel . . . 
resolve or attempt to resolve questions of ethics?” 

The Council believes that “if medical societies 
fail to accept and discharge their obligations in 
matters of ethics others will assume these obliga- 
tions by default.” 

The report urges “county and state societies to 
adopt a critical attitude toward their programs to 
‘uphold the honor and dignity’ of the profession of 
medicine. These programs must be based on a 
sound knowledge and understanding of ethical 
principles.” To aid societies in this regard the Coun- 


w ATH VK 
; 
2 
. 
“5 


Vol. 168, No. 14 


cil has distributed this past year representative opin- 
ions and interpretations of the “Principles of Medi- 
cal Ethics,” so that members now have a “collection 
of precedents to which they may turn when it be- 
comes necessary to evaluate the ethical propriety of 
particular conduct.” 


Medical Leadership in 

Time of Disaster 

“I know of no profession or group that is more 
dedicated to the cause of civil defense than is the 
American Medical Association. It is a good thing 
for all of us that you are, for it is with you, and all 
others so strategically situated, that our civil de- 
fense effort will succeed, or fail.” 

With these words, Leo A. Hoegh, Director of the 
Office of Civil and Defense Mobilization, keynoted 
the ninth County Medical Societies Civil Defense 
Conference in Chicago early last month. Attended 
by more than 200 persons representing 31 states, 
the conference offered speakers on such subjects as 
federal and local CD planning, biological and 
chemical warfare, public health disaster problems, 
the role of paramedical services, and reports on 
three disaster exercises. In addition, workshop ses- 
sions were held to discuss specific problems in mass 
casualty care. 

Selected comments by speakers at the two-day 
conference—sponsored by the A. M. A. Committee 
on Civil Defense, Council on National Defense— 
include: 

Dr. Carroll P. Hungate, member, Council on 
National Defense—“To properly handle the medical 
effects of nuclear weapons was, long ago, recog- 
nized as the greatest organizational challenge to 
American medicine in the 20th century. We are 
meeting this challenge, and our results are reflected 
in the better handling of natural disasters, new 
awareness of the effects of radiation in industry, 
medicine, research, and from atomic sources.” 

Col. Ingalls H. Simmons, Director, Department 
of Preventive Medicine, Army Medical Service 
School—“If you are out walking in the street when 
a bomb goes off, fall flat, face down, immediately. 
This is going to be a big American problem, be- 
cause we are just too curious. Curiosity pavs divi- 
dends in some ways, but at the time of a thermo- 
nuclear bomb, it certainly will not pay vou to look 
around to see what is happening.” 

Russell W. Bunting, DDS, Dental Consultant, 
OCDM—*For the past seven years, the dentists of 
this country have been placed in an equivocal 
position. They have been told that their basic medi- 
cal training, their experience with handling patients 
in severe pain, and their cooperation with medicine 
in the care of their patients makes them high pri- 
ority professional personnel. But, as yet, organized 
medicine has made no official statement to sanction 
. allied proiessional training.” 
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“Every home and eating place, as well as many 
office buildings, have several sources of emergency 
water supply which might well be forgotten in the 
confusion of a disaster,” Col. Ingalls H. Simmons 
told those attending the ninth County Medical 
Societies Civil Defense Conterence in Chicago last 
month. 

Water heaters, the flush tanks of toilets, ice 
cube trays, water bottles, and canned fruits and 
vegetables packed in water are all safe and pro- 
tected sources for the seven gallons per person 
that is the minimum weekly ration, he said. Col. 
Simmons is the Director of the Department of 
Preventive Medicine of the Army Medical Service 
School at Fort Sam Houston in Texas. 


Dr. Gunnar Gundersen, president, American 
Medical Association—‘| believe that every physician 
has a responsibility to prepare himself, and to par- 
ticipate in disaster planning in his community. 
Nurses, paramedical personnel, hospital clerical 
personnel, ambulance drivers, rescue workers, and 
others will look to the physician for guidance in 
performance of duties in the disaster situation. It 
is the physician who must coordinate the activity 
of these persons.” 

Dr. Paul S. Parrino, Director, Biophysical and 
Medical Sciences Office, OCDM—‘It is necessary to 
explore the biological, physiological, and psycholog- 
ical factors involved in living in shelters. This is 
necessary to know the vital and immediate medical 
problems that might arise. We need to know the 
effects of group living in close space for long peri- 
ods of time.” 


Disaster Plan Developed for 
Metropolitan Kansas City Area 


A comprehensive disaster plan for the metropoli- 
tan Kansas City area is now ready for use. In re- 
porting this fact Sept. 13 to the A. M. A. Committee 
on Civil Defense and regional medical representa- 
tives in Boston, Dr. Carrol] P. Hungate, a member 
of the committee, said that workability of the plan 
depends on whether satellite communities accept 
the Kansas City mayor as head of the program and 
community officials as his deputies. The mayor's 
role in the plan had been recommended by the 
governor of Kansas. 

The plan visualizes fire stations as centers for the 
organization of disaster units, which would include 
physicians and other health and medical personnel. 

To implement its planning, Kansas City in Sep- 
tember began'a Light Rescue course open to men 
and women at 25 fire stations. Instruction will be 
headed by fire captains specially trained in the 
work. Other courses, planned for later dates, will 
include such subjects as first aid and survival. 
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Double-Duty Ambulance 


An ambulance, like an insurance policy, is pur- 
chased with an eye toward the emergency situa- 
tion, but it can be made to serve more than 
double duty. Proof is the eight-patient vehicle 
designed by Dr. Thomas F. Nevins Jr., plant phy- 
sician of the Linden, N. J., refinery of Esso Stand- 
ard Oil Company. 

Built on a five-ton truck chassis, the ambulance 
has every emergency facility but is used also for 
mass inoculations, a safety eyeglass program, and 
as a mobile first aid station for the company’s 
occupational health program. 

In addition to the standard ambulance equip- 
ment, Dr. Nevins’ brain child includes a 110-volt 
generator, a recording and PA system, gas and 
oxygen masks, a built-in oxygen supply, and a 
portable resuscitation unit with remote controls. 

Perhaps best of all, the unit cost only about 
$16,000. “A regular one-patient station wagon 
type costs at least $12,000,” Dr. Nevins says. 
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Committee Studying Mobile Units 
in Employee Health Programs 


The role of mobile units in employee health pro- 
grams and the range of services they provide are 
being studied by the A. M. A. Committee on Medical 
Care for Industrial Workers, according to the Com- 
mittee’s annual report submitted this week at the 
Clinical Meeting in Minneapolis. Units have been 
broadly categorized by the Committee on the basis 
of the following service arrangements and owner- 
ship: 

—Those operated by a labor union as a fringe 
benefit resulting from collective bargaining for 
members located in numerous small plants within a 
state. They are staffed by a medical case worker and 
a clinical laboratory technician who perform tests 
evaluated by the physician in charge of the pro- 
gram. General nature of the findings is reported to 
the person examined and a report is usually sent to 
his personal physician. Companies serviced by these 
units have no occupational health programs of 
their own. 

—Units which are a part of a management-spon- 
sored program that tour company installations in 
several states where no plant physicians are em- 
ployed. An examining physician and a technician 
conduct a variety of tests and immunizations. Find- 
ings are reported to the family physician and to the 
company’s central medical office. 

—Those operated by a physician-owned service 
and offered to industry on a contractual basis. 
Screening examinations are done by local physicians 
hired for the purpose. 

—Units operated by a nonprofit organization 
formed jointly by management, labor, and profes- 


sional groups to serve a geographic area. Industry 
pays a fixed amount per employee for annual multi- 
phasic examinations. If tests reveal need for medical 
care, the employee is referred to his own physician. 

According to the annual report, the Committee 
plans to study mobile units in greater detail “par- 
ticularly in determining to what extent is the screen- 
ing of employees for the express purpose of detect- 
ing nonoccupational diseases properly a part of an 
occupational health program.” 


Chairman of the Committee on Medical Care for 
Industrial Workers is Dr. Frank J. Holroyd of Prince- 
ton, W. Va. Other members are Drs. Leo Price of 
New York City; Edwin P. Jordan of Charlottesville, 
Va.; William A. Sawyer of Rochester, N. Y.; Clyde 
Sparks of Ashland, Ky.; Frederick Slobe of Chicago; 
Thomas J. Danaher of Torrington, Conn.; and Melvin 
N. Newquist of New York City. Staff research asso- 
ciate is Mr. Murray Klutch of Chicago. 


CIH Works on Immunization Guide 


Defining the role of industrial medical depart- 
ments in the matter of immunization has posed an 
increasing problem in recent years—a problem for 
which an A. M. A. committee hopes to have an 
answer soon. The Committee on Industrial Health 
Emergencies of the Council on Industrial Health is 
working on a “Guide for Industrial Immunization 
Programs,” it was reported at a meeting of the 
Council held Sept. 4-7 in Portland, Ore. 

The Council also heard: 

—That its Committee on Industrial Health Emer- 
gencies will poll 69 selected industrial health 
departments asking details on their handling of 
employee immunization during last year’s Asian 
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influenza epidemic. The survey is being made at 
the request of the A. M. A. Special Committee on 
Influenza as a part of the development of a standby 
program for use in future mass immunizations. 

—Vice Chairman Robert A. Kehoe warn that the 
Council must soon be prepared to offer a statement 
on the principles of undergraduate training in occu- 
pational medicine. 

—A discussion of plans for the 19th Annual 
Congress on Industrial Health to be held in Cin- 
cinnati Feb. 16-18. Theme of the congress will be 
“Occupational Medicine--Education, Research, and 
Practice.” 


Chairman of the A.M.A. Council on Industrial 
Health is Dr. William P. Shepard of New York. Vice 
Chairman is Dr. Robert A. Kehoe of Cincinnati. Other 
members are Drs. V. C. Baird of Houston; John N 
Gallivan of East Hartford, Conn.; Rutherford T. Johns- 
tone of Los Angeles; E. S. Jones of Hammond, Ind.; 
Lemuel C. McGee of Wilmington, Del.; Melvin N. 
Newquist of New York City; Paul S$. Richards of Salt 
Lake City; Oscar A. Sander of Milwaukee; Charles F 
Shook of Toledo; and James H. Sterner of Rochester, 
N. Y. Dr. B. Dixon Holland is Staff Secretary. 


Opinions of 10,000 Lawyers 
Sought in Medicolegal Study 


When the A. M. A. Legal Department surveys 
10,000 attorneys this winter on matters of mutual 
interest, it will be the second phase of a long-range 
study of medical professional liability. The first 
phase polled some 7,500 physicians on their experi- 
ences in the area of malpractice. Both studies illus- 
trate the increasingly close relationship of law and 
medicine (see Medicine at Work, THe JourNAL, 
Dec. 15, 1956). 

Questions will be in the areas of interprofessional 
relations, medical professional liability, and expert 
medical testimony. Realizing that attorneys’ pro- 
fessional contacts with physicians vary widely, the 
questionnaire will also include a section to deter- 
mine the individual experience that lawyers have 
had with doctors in their work. 

Experiences and common goals relating to medi- 
cine and law led to the formation, in 1957, of a 
joint national medicolegal committee composed of 
representatives from both the A. M. A. and the 
American Bar Association. That committee drafted 
a National Interprofessional Code for Physicians 
and Attorneys, a guide for relationships between 
the two professions in legal procedures. 

The Code was adopted by both the A. M. A. and 
the A. B. A. at their annual meetings this year. Call- 
ing for implementation at local levels (see Organi- 
zation Section, THE JouRNAL, Aug. 23, 1958), the 
Code lays down suggested procedures in such areas 
as subpoenas, pretrial medical reports, court ap- 
pearances, fees, and complaints. 
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Research and Specialism Will 
Highlight Education Congress 


Nothing out of its place is good and nothing in its 
place is bad. —Walt Whitman 
The origin of all science is in the desire to know 
causes; and the origin of all false science and impos- 
ture is in the desire to accept false causes rather than 
none; or, which is the same thing, in the unwillingness 


to acknowledge our own ignorance. —William Hazlitt 


Those two quotations—the first signifying special- 
ization and the second research—have been cited as 
keynotes for the 55th Annual Congress on Medical 
Education and Licensure when it convenes at the 
Palmer House in Chicago next Feb. 7 through 10. 
The Congress is sponsored by the A. M. A. Council 
on Medical Education and Hospitals in cooperation 
with the Association of American Medical Colleges, 
the Advisory Board for Medical Specialties, and the 
Federation of State Medical Boards of the United 
States. In carrying the themes of “Specialization in 
Medicine” and “the Role of Research in the Educa- 
tion of all Physicians,” presentations and workshop 
sessions will explore such topics as: 

—Specialism in relation to modern society, medi- 
cine, the pursuit of excellence, and the various 
phases of graduate medical education. 

—General educational values inherent in the ex- 
perimental method. 

—The role of research in educational objectives of 
clinical and basic medical sciences and in graduate 
medical education. 

—Research orientation relating to teachers and 
practitioners of medicine. 

The Annual Congress last February attracted 
more than 1,000 medical educators and others in a 
program which highlighted the theme of medical 
education challenges and future needs. A detailed 
program for the coming Congress will appear in a 
future issue of THE JOURNAL. 


There's That Word Again— 


The word is serendipity—finding something valu- 
able without deliberately looking for it—and on 
Jan. 18 physicians are scheduled to meet with 
scientists from other disciplines to discuss the 
imposing influence of “happy accident” phenomena. 
The “Bahamas Serendipity Session” at Nassau, be- 
lieved to be the first of its kind, was arranged by 
Dr. B. L. Frank of Montreal. He says it was sug- 
gested by data reported in a Medicine at Work 
article in THE JourNAL last Dec. 21. At last re- 
port, the program still was being compiled. No- 
tices were sent to researchers in such fields as 
cybernetics, pharmacology, biophysics, bacteriology, 
and hydraulics. 
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“IMMUNE” OR “NO TAKE” REACTION IN 
SMALLPOX VACCINATION 


URING the American occupation of 
Japan at the end of World War II, and 
during the Korean conflict, some of our 
American military personnel contracted 
smallpox.' The unique situation was that these 
servicemen had been vaccinated against the disease 
and possessed records showing “successful” vac- 
cination. 

Epidemiologic investigations revealed that many 
of these so-called vaccinated soldiers’ records 
showed “immune reaction,” “no reading,” “no reac- 
tion,” or “no take.” The term “immune” reaction 
should never be considered as evidence of a suc- 
cessful vaccination. While the phrase is used by 
some physicians when they see no physical signs at 
the site of inoculation, a negative reaction is more 
likely the result of improper preparation of the site 
of vaccination, a vaccine that has lost its potency 
(because of being outdated or more probably due 
to improper storage), cr faulty technique in the 
actual vaccine process. The best clinical evidence 
seems to indicate that, even after a recent vaccina- 
tion, revaccination if properly administered with 
potent vaccine will cause a demonstrable lesion at 
the vaccination site. 

The “early” or “immediate” reaction develops in 
virtually all persons who have ever had a primary 
vaccinia take and is an allergic reaction to the vac- 
cinia antigen and not related to the infectivity of 


1. Waldo, H. H.: Smallpox Among “Vaccinated’’ Troops, U. S. 
Armed Forces M. J. 6:799-806 (June) 1955. Sivertson, S. E., and 
Hyman, J. B.: Smallpox: 22 Cases in United Nations Personnel, Korea, 
ibid, 3:1777-1785 (Dec.) 1952. Esposito, M. J., and Ziss, R. C.: 
Smallpox, ibid. 3:677-683 (May) 1952. 

2. Benenson, A. S.: Immediate (So-Called Immune) Reaction to 
Smallpox Vaccination, J. A.M. A. 143:1238-1240 (Aug. 5) 1950. 

3. Memorandum on Vaccination Against Smallpox, London, Her 
Majesty's Stationery Office, 1956. 

4. Gloyne, L. B.: Smallpox Vaccination Reactions, Correspondence, 
J. A.M. A. 122:395-396 (June 5) 1943. 
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the vaccine applied. In partially immune or sus- 
ceptible individuals who have had a prior vaccina- 
tion, such an allergic reaction to revaccination with 
potent live virus then subsequently proceeds to a 
vaccinoid reaction. Heat-inactivated smallpox vac- 
cine can produce, in revaccinated persons, reactions 
that are morphologically indistinguishable from the 
so-called accelerated reactions after insertion of 
potent vaccine. Reactions have been observed to 
range from a simple papule to one in which the 
papule is replaced by vesiculation and pustulation, 
surrounded by a zone of erythema.’ 

If kept consistently below the freezing point, 
vaccine lymph may be expected to maintain its 
potency unimpaired for at least six months. If the 
lymph is stored below 50 F (10 C) it should main- 
tai> ts potency tr at least 14 days. If, however, the 
lvmph is kept at ordinary room temperature its 
potency cannot be assured for more than seven 
days. Vaccine lymph should be stored in the dark 
and exposure to any source of heat should be 
avoided, Dried smallpox vaccine should retain its 
potency for at least six months without refrigera- 
tion in temperate climates, or for at least one month 
at tropical temperatures. When opened, the vaccine 
should be used at once; any surplus should be dis- 
carded and not kept for subsequent use unless it 
can be kept in a refrigerator at a temperature be- 
low 10 C when the potency may be maintained for 
a week." 

Jenner himself recognized the immediate type of 
reaction and it has even been proposed that this 
immediate reaction be called the Jenner reaction.* 
This particular reaction is found in all persons who 
have an active immunity from a previous case of 
smallpox, a vaccinia, or a vaccinoid reaction. The 
reaction comes on about 12 hours after vaccination 
and it lasts for 48 to 72 hours. It consists of a 
macule or a papule—rarely a vesicle. In those high- 
ly allergic individuals in whom a vesicle occurs as 
an allergic reaction, its early appearance distin- 
guishes it from a vaccinoid response. There is slight 
induration around the vaccination site caused by the 
inflammatory reaction of the body destroying the 
cowpox virus. If one rolls the vaccination site under 
the finger one gets a feeling of possibly a small pea 
being in the skin. 

Vaccine failures in primary immunization of very 
young infants have been shown to be due to in- 
terference by placentally transmitted maternal anti- 
bodies. Repeat vaccination at the age of 8 or 10 
months is indicated. Repeated failures in revaccina- 
tion should lead to attempts at another site, such 
as the opposite arm, away from the area of the 
previous scar. When protection is imperative, re- 
vaccination on the flexor surface of the forearm 
usually will result in a vaccinoid reaction in almost 
anyone. 

Revaccinations should be inspected at three days 
and again at seven days. Actual evidence of immu- 
nity cannot be determined unless the site of vaccina- 
tion is reexamined. 
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ORGANIZATION SECTION 


REVISION OF CATEGORIES IN 
A, M. A. DIRECTORY 


In the 1958 American Medical Directory there 
appears for the first time an attempt to delineate 
the type of practice. Categories are provided for 
“General Practice,” “Full-time Specialists,” “Part- 
time Specialists,” etc., through 12 categories. 

Confusion has been caused by the category re- 
ferred to on page 9 of the Directory as “Full-time 
Hospital Staff—T. O. P. 5 Paid house officers who 
assist in conducting the professional work of the 
hospital, directly relating to the care and manage- 
ment of patients.” In several respects, this wording 
is unfortunate. Many physicians who should have 
been classified as “full-time specialists” or “full-time 
medical school” or under some other classification, 
have been listed under T. O. P. 5. 

A revision has been sent to all the owners of the 
1958 Directory, which substitutes the following 
paragraph for the present T. O. P. 5: 

“FULL-TIME STAFF IN: HOSPITALS— 
T. O. P. 5. Physicians full-time in hospitals, other 
than interns and residents; includes many physi- 
cians who also could be classified under other 
T. O. P. categories such as full-time specialists, 
medical school faculty personnel, research, ete.” 


SECTION MEETINGS, ATLANTIC CITY, 
JUNE 8-12, 1959 
The various sections of the Scientific Assembly 


that met in the morning at the San Francisco meet- 
ing will meet in the afternoon at Atlantic City, and 


vice versa, except where joint meetings are held 
between two or more sections. In such instances an 
afternoon section may meet jointly with other sec- 
tions in the morning or a morning section may meet 
in the afternoon. The schedule follows: 


Morning 
Wednesday, Thursday, Friday 
June 10-12 
Anesthesiology 
Dermatology 
Gastroenterology and Proctology 
Internal Medicine 
Obstetrics and Gynecology 
Ophthalmology 
Orthopedic Surgery 
Pathology and Physiology 
Preventive Medicine 
Urology 
Afternoon 
Tuesday, Wednesday, Thursday 
June 9-11 
Diseases of the Chest 
Experimental Medicine and Therapeutics 
General Practice 
Laryngology, Otology, and Rhinology 
Military Medicine 
Nervous and Mental Diseases 
Pediatrics 
Physical Medicine 
Radiology 
Surgery, General and Abdominal 
Miscellaneous Topics 


Prospective participants on section programs 
should correspond immediately with section secre- 
taries, or with the Secretary, Council on Scientific 
Assembly, American Medical Association, 535 
North Dearborn Street, Chicago 10, Illinois. 


COUNCIL ON INDUSTRIAL HEALTH 


A GUIDE FOR MEDICAL SERVICES FOR CONSTRUCTION PROJECTS 


This guide has been prepared by the ad hoc Committee on Medical Services for Construc- 
tion Projects of the Council on Industrial Health, American Medical Association, the members 
of which are Drs. Irving R. Tabershaw, New York, and Joseph A. Quigley, Cincinnati. 


The official policy statement of the American 


B. Dixon M.D., Secretary. 


tions in Industry” were developed primarily to 
guide the establishment and operation of occupa- 
tional health services in “ordinary,” static employ- 
ment situations. These statements offer considerable 
help in the establishment and operation of occu- 


Medical Association entitled “Scope, Objectives, 
and Functions of Occupational Health Programs” 
and the Council on Industrial Health publication 
entitled “Guiding Principles of Medical Examina- 
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pational health services for construction projects 
and are recommended for such use insofar as prac- 
ticable. Construction projects, however, differ suf- 
ficiently from ordinary industrial operations and 
pose sufficiently different occupational health prob- 
lems as to require an additional special occupational 
health guide. This statement is intended to serve as 
such a guide. 


The Need for Medical Services for 
Construction Projects 


Many serious personal injuries occur on construc- 
tion projects. Aside from the humane consideration 
of providing the best in medical care, the scope 
of medical services available may affect consider- 
ably the total cost of the project. As indicated by 
the manual rates for workmen's com»ensation in- 
surance, insurance losses in the construction  in- 
dustry are among the highest. In concrete construc- 
tion, for example, the rate in different states varies 
from $2 to $10 per hundred dollars of payroll, and 
the rate for structural steel erection varies from 
$5 to $25 per hundred dollars of payroll (according 
to Liberty Mutual Insurance Company, New York). 
When it is considered that approximately half 
of the monies expended on any project is for wages, 
it can be seen that insurance losses may appre- 
ciably affect the total cost. Generally, at least 
2% to 22% of the total cost of construction is for 
workmen's compensation premium, e. g., for a 10 
million dollar project, the premium would vary be- 
tween $200,000 and $250,000. Since premiums vary 
according to the contractor's previous experience, 
some with poorer records are charged as much as 
two to three times the normal manual rate. 

In addition to the medical and indemnity losses, 
there are the intangible factors, such as loss of time 
in travel to physicians’ offices and interference with 
construction schedules. Accident prevention is the 
basic approach to the control of these losses, and 
the establishment of a competent medical service 
not only assists in the prevention of accidents but 
can minimize their ultimate ill-effects in terms of 
the residual impairment of the injured worker and 
the monetary loss involved. Records of the medical 
department in accidental injury cases, if properly 
kept and utilized, can assist materially in the acci- 
dent prevention program. 

Furthermore, an efficient medical service favor- 
ably influences the workmen’s compensation expe- 
rience by reducing losses after the accident has oc- 
curred. This is accomplished in a number of ways: 
1. The initial care of an injury is good, i. e., first aid 
is administered quickly and properly since facilities 
and trained personnel are immediately available. 
2. Treatment on the premises may prevent serious 
complications, as minor injuries are more likely to 
be reported and treated if the worker is not sub- 
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jected to lost time and inconvenience in travel. When 
the worker obtains good and prompt medical care, 
the period of disability is reduced to a minimum, 
with economic gain to both the worker and the 
employer. 3. Serious and complicated cases will be 
referred at an early date to a qualified specialist, 
with the elimination of the cost of an intermediate 
physician's services and the reduction of lost time 
and compensation. 

Good placement examinations are strongly urged, 
and contracts which exclude them are to be dis- 
couraged. The state of health of crane operators 
and truck drivers, for example, concerns their fel- 
low workers, and their examination for placement 
should be compulsory. It is not advisable to allow 
a man to attempt to do work which is inconsistent 
with his abilities. Opposition to the proper place- 
ment examinations seems to be presented only by 
those who either fear their misuse as a bar to em- 
plovment or have a callous disregard for the rights 
and safety of their fellow workers. 

In some states (for example, New York) the gen- 
eral contractor is held liable for conditions which 
he creates or permits to exist on his jobs. As a re- 
sult, in a large number of instances, subrogation 
rights have been exercised by subcontractors or 
their carriers to recover under the general liability 
coverage of the general contractor. With a well- 
operated and accepted medical department it has 
been found that at the time the injured employee 
is first treated a complete story can be obtained, 
the site of the accident can be examined, witnesses 
secured, and the information developed so that the 
possibility of a liability type of case is minimized. 

An additional reason for providing medical serv- 
ice on construction projects is that they are likely 
to be located in isolated areas and may involve 
problems of medical care which are not ordinarily 
encountered in other industries. Good medical serv- 
ice is also of value from a public relations stand- 
point. 

Basic Requirements and Guide to Their Fulfillment 

The effectiveness of a medical program depends 
to a great extent on the advance planning and its 
coordination with the safety program. Experience 
has proved that efficient services are rarely devel- 
oped after a construction project has started. The 
following points should be considered: 

Number of Workers Employed.—The number of 
workers employed each month by shift and by 
craft should be estimated. Employment is likely 
to be low at the initiation of a project, rise to a peak 
for a varying period, and then gradually taper off. 
On many projects local craftsmen are not available 
in sufficient numbers and with the necessary skills. 
The contractor may in such instances have to pro- 
vide on-site barracks. This involves problems in 
sanitation and medical care. The area from which 
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the labor force is recruited should be determined, 
as it is not unusual for workers on construction proj- 
ects to drive several hours to and from work. This 
complicates the problem of on-site follow-up of in- 
jury and off-site medical care. Although a large 
number of workers may be involved, there may be 
fewer cases needing medical attention at any one 
time because of dispersal and varying shifts. 
Unusual Features of Project.—Unusual features of 
the construction project should be considered and 
dealt with. For example, road building operation 
may require the use of mobile medical equipment. 
The building of a bridge may involve special prob- 
lems of transportation and location of medical facil 
ities. Silicosis and caisson disease may be special 
occupational hazards. Excessive heat and noise also 
may be problems. The likelihood of the occurrence 
of snake bite, insect-borne diseases such as malaria. 
enteric diseases such as typhoid fever, and other 
water and food-borne diseases should be considered. 
Tetanus may be a problem. Climatic conditions may 
cause frostbite and also may damage roads enough 
to make hazardous the transportation of injured on 
ill workers. The availability of community facilities 
for use in catastrophe should be determined. If a 
disease such as influenza is likely to reach epidemic 
proportions in the area, and if local facilities to deal 
with this problem are inadequate, the company 
will, by default, have to use its own judgment as to 
immunizing its emplovees. The solution for such 
problems necessitates special preparations and spe- 
cial facilities. 
In addition to the above considerations, the fol- 
lowing requirements are basic and must be fulfilled. 
Physician.—A qualified physician should be em- 
ploved to direct all medical services at the job site. 
The location of hospitals and the type of services 
they are prepared to offer should be determined. 
To utilize the physician’s full potential, it is ad- 
visable to engage him on a continuing basis. His 
functions are (a) supervising the medical depart- 
ment, (b) supervising the first-aid facilities and 
personnel, (c) supervising the treatment of all 
occupational injuries and illnesses, (d) advising 
management on all medical policies and problems. 
(e) supervising job sanitation, (f) assisting in the 
safety program, (g) conducting physical examina- 
tions of workers, and (h) promoting health educa- 
tion and applving principles of health maintenance. 
Additional responsibilities and duties occasionally 
may be necessary depending on local conditions. In 
isolated communities these may be extended to in- 
clude the medical care of the families of workers. 
Emergency Medical Services.—Medical staff and 
facilities required for the particular construction 
project should be provided. The following general 
guides are suggested: 1. When a small construc- 
tion force (jess than 300) is to be employed for a 
short period (not more than two months ), individ- 
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uals trained in first aid usually will be the only “med- 
ical” personnel necessary on the premises. A quali- 
fied first-aid attendant should be available for each 
shift, and adequate first-aid kits should be avail- 
able. Workers should be instructed to report all in- 
juries. The first-aid attendant should be under the 
direction of the responsible physician, and injured 
workmen should be sent to the physician’s office 
or to the hospital after being given first aid 

2. When a somewhat larger construction force 
(300 or more) is emploved for a longer period (two 
months or more) a professional nurse, registered in 
the state, should be in attendance full time in an 
adequate medical facility on the premises. In addi 
tion, the nurse should have some training in indus 
trial nursing and first aid. A physician should be 
retained on a part-time basis to visit the premises at 
regular intervals, and while there carry out all 
treatments as indicated and practicable. The medi 
cal facility should have adequate equipment and 
supplies for outpatient treatment 

3. When a large construction force (more than 
2.000) is emploved, a full-time physician with ap 
propriate nursing staff should be engaged. When 
more than one nurse is emploved, one should be 
designated to supervise. A medical facility should 
be provided on the premises adequate to imple 
ment the medical program. Provisions should be 
made for short-term inpatient care. The facility 
should be located near the construction operations 
and have such utilities as hot and cold running 
water, sewage disposal, and electricity. If a plant 
is being constructed, and if it is to have eventually 
a complete medical facilitv, consideration should be 
given to the early completion of such facility so 
that it mav be used during the construction phase 

Medical Records.—A confidential medical records 
system should be established to include (a) a daily 
log listing chronologically all patients visiting the 
medical facility for occupational and nonoccupation 
al injuries and illnesses, (b) cumulative individual 
medical records, (¢) adequate workmen's compen 
sation records, and (d) periodic statistical analvses 

Insurance Coverage, and Compliance with State 
and Local Laws.—The type of insurance coverage 
and the nature of the services provided by the car- 
rier, e. g., industrial hygiene, rehabilitative, should 
be determined. The physician should acquaint him 
self with the procedures that will facilitate the proc- 
essing of claims. The number of subcontractors and 
the tvpe of work each does and the tvpe of insur 
ance coverage each has should be ascertained. Ap- 
plicable state and local requirements in regard to 
the provision of medical care under workmen's com- 
pensation should be ascertained and complied with. 

Job Sanitation.—Special problems in sanitation 
exist on all construction sites. Provision must be 
made for safe and potable drinking water, sewage 
disposal, and sanitary eating facilities. 
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RESULTS 


OF SURVEY OF PHYSICIANS SEPARATED FROM ACTIVE 


MILITARY SERVICE 


This opinion survey of physicians separated from active military service has been conducted 


by the Council on National Defense since 1952. The questionnaire utilized in the survey is pri- 
marily designed to obtain pertinent data based on the physician’s observations and opinions, 
while in the armed forces, concerning the utilization of physicians and the medical staffing con- 


ditions in the uniformed services. 


Periodically, the results of this continuing survey are reported in THe JournaL. The ques- 
tionnaire also requests comments and suggestions as to ways to further improve the Medical 
Corps as well as ways and means whereby organized medicine can be of greater assistance to 
military physicians. Consequently, the results of the survey serve as a basis for recommenda- 
tions and conferences with representatives of the military establishment. 


This report covers the period from Jan. 1, 1957, 
to Dec. 31, 1957. During that period, the Council 
sent out 2,055 questionnaire forms and, of these, 
1,167 completed ones were returned, representing 
a 56.8% response. 

The age distribution of responding physicians in 
the Army, Navy, and Air Force is disclosed in 
table 1. 

Number of Years Since Graduation 


More than half of the physicians replying to the 
question on years since graduation were graduated 
from medical school in 1950 or subsequent to 1950; 


TaBLe 1.—Age Distribution of Physicians by Five-Y ear 
Age Groups 


‘ Army Navy Air Force 


316 280 571 


TasBLe 2.—Number and Percentage Distribution of Physicians 
Graduated from Medical Schools in Selected Intervals 


Interval 
Sica 87 7.5 
752 64.4 
1,167 100.0 


the second largest group graduated during the 
period 1945-1949. None failed to indicate the years 
of graduation from medical school. Table 2 dis- 
closes the complete tabulation. 


Years of Residency Training 


The largest group replying to the question on 
years of residency training had no residency train- 
ing while the second largest group had but one 


Frank W. Barton, Secretary, 
Council on National Defense 


year residency training at the time of entrance on 
active duty. A complete breakdown is given in 
table 3. 
Occupation at Time of Entering Service 
The largest group of physicians who served in 
the Army, Navy, and Air Force were in residency 
training at the time of entrance in military service. 


TABLE 3.—Percentage Distribution of Total Physicians by 
Years of Residency 


No. of Years No 


100.0 
The second largest group in all three services were 
in specialty practice. Table 4 indicates the percent- 
age distribution by services according to type of 
practice at time of entering military service. The 


TABLE 4.—Percentage Distribution of Physicians According to 
Type of Practice at Time of Entering Military Service 


Army, % Navy, % Air Force, % 
5.7 11.8 11.4 
General Practice 22.5 M6 15.8 
Specialty Practice ...........++. 30.1 18.2 16.1 
ces 8.5 10.0 11.0 
100.0 100.0 100.0 


summary report for the year 1956 reflected that the 
largest groups in the Army and Navy were engaged 
in general practice at time of entrance on active 
military duty, while the largest group in the Air 
Force was in internship. 
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Number of Physicians Holding Board Certificate 
by Field of Specialization 


Table 5 shows the detailed numbers, by specialty 
and branch of service, of physicians holding board 
certificates. Of the 209 physicians who have board 
certificates, 78 were in the Army, 42 were in the 


Taste 5.—Number of Physicians Holding Board Certificates 
hy Field of Specialization 


Field of Specialization 
Pediatrics 7 
Psychiatry and neurology 
Orthopedic surgery 4 
Dermatology and syphilology 
Radiology 
Urology 
Obstetries and gynecology 
Internal medicine 
Ophthalmology 


Plastie’ surgery 
Neurological surgery 
Unspecified 


Total 


Navy, and 89 were in the Air Force. The specialties 
covered over 15 different fields, of which the largest 
were internal medicine (34) and surgery (34). The 
second largest was radiology, and the third largest 
was pediatrics. In the previous report for the year 
1956 internal medicine was first followed by sur- 
gerv and pediatrics. By branch of service, a total of 
24.7% of those in the Army, 15.0% of those in the 
Navy, and 15.6% of those in the Air Force had 
board certificates. 
Government Medical Education Received 


Of the 1,167 physicians responding, a total of 193 
stated that they had received assistance from the 
government in their medical education. There were 
974 who indicated they had received no govern- 
ment assistance. The largest single group receiving 
government assistance was under the Army Special- 
ized Training Program. The next two largest groups 
were under the Navy V-12 Program and the GI 
Program. 


asie 6.—Percentage Distribution of Physicians by Type of 
Governmental Medical Education Received 
Navy, Air Force 
Army Specialized Training Program 9.7 
Navy V-12 7 3.2 12.4 
GL Bill 3.46 18.5 
ASTP and GI Bill ae 3 8. 
Navy V-12 and GI Bill ..... 4 49 
Other 11.1 


Table 6 shows the percentages by branch of 
service. Of the responding physicians, 78.5% of 
those who served in the Army, 84.3% of those in the 
Navy, and 85.8% of those in the Air Force received 
no government assistance. 


raining Received While in Service 
T R 1 Whil S 


There were 600 of a total of 1,167 responding 
physicians who received military medical training 
while on active duty in the Army, Navy, and Air 
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Force. The Medical Field Service School accounted 
for the largest number, with the School of Aviation 
Medicine the second largest group. Table 7 sets 
forth the numbers and percentage distribution of 
physicians by type of training received in each 
branch of service. The totals in this table exceed the 
total number of responding physicians because 
some physicians took more than one course. 


TABLE 7.—Number and Percentage Distribution of Physicians 
by Type of Governmental Medical Training Received 
Army Navy Air Foree 
Type of Training % 
. medical field service 


Physicians’ Evaluation of Military Training 


The majority of physicians filling out the ques- 
tionnaire felt that all important features of military 
training had been satisfactorily covered. A small 
percentage indicated the training was unsatisfactory 
but gave no specific reasons. Others stated reasons 
why they considered their military training un- 
satisfactory. Table 8 shows, by branch of service, 
the percentages that were satisfied and unsatisfied 
and the percentage distribution of the causes of 
dissatisfaction. 


Physicians’ Evaluation of Assignment 


The majority of responding physicians stated that 
their longest and next longest assignments were 
almost completely in line with their training and 
experience. 

With respect to satisfaction with assignments, a 
greater proportion of the Air Force and Army phy- 
sicians expressed satisfaction concerning their long- 


Paste 8.—Physicians’ Evaluation of Military Training 
Army Navy, Air Force, 


Satistactory 

Unsatistactory 
Total 

Unsatistactory and insufficient trai 
susie orientation and indoctrinat 
Military customs, administration, 

regulations, et« 

Military medicine and surgery 
Miscellaneous 
No answer 


Total 


est assignment than did the Navy physicians, while 
more in the latter group were satisfied with their 
next longest assignment than were the Army and 
Air Force physicians. 

However, a considerably greater proportion of 
Army physicians were very satisfied with their long- 
est assignment than were Navy and Air Force 
physicians. A greater proportion of Army and Navy 
physicians were very satisfied with their next longest 
assignment than were Air Force physicians. 


Navy Air Foree ; 
11 
‘ 
Ad 
medical field service school 34 03 
School of aviation medicine Is 168 
Pat Marine medieal officers trainir 
Marine field service training 
‘ Otolaryngology . ng school } 1 1 
174 
100.0 
ng it 
9.1 39.3 
4.8 
Is 14 13.7 
1.1 18.8 
‘ 7.3 3.4 
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Tables 9 and 10 show the percentages by branch 
of service for physicians who responded to this 
question. 

Types of Patients Treated 

One of the questions was designed to determine 
the percentage of time devoted by physicians to 
military personnel, dependents of military person- 


TaBLe 9.—Relation of Assignments in the Service to 
Training and Experience 


Army, Navy, Air Force, 
uestions and Replies % % % 
Was longest assignment in line with training 
and experience 

Almost completely it 49.5 654 
Partially, but satisfactorily >. 18.3 21.1 
Partially, not satisfactorily 3.3 18.6 10.0 
No, hardly at all 13.6 3.5 


training and experience 
Partially, but satisfactorily : 18.9 
Partially, not satisfactorily 3.: 9.5 
No, hardly at all 14.8 


Total 1000 100.0 100.0 


TABLE 10.—Physicians’ Satisfaction with Assignment 


Army, Navy, Air Force, 


Assignment and Response 

Longest Assignment 
Dissatisfied 2. 16.4 11.5 
12.5 5.8 
100.0 100.0 


Next Longest Assignment 
‘ 5. 44.4 37.0 
Fairly satisfied 27.6 34.5 38.3 
Dissatisfled 12.3 12.8 
8 11.9 


100.0 100.0 


nel, and administrative duties, both at domestic 
and overseas stations. Table 11 sets forth the per- 
centages for all branches of service. 
Types of Nonmilitary Medical Care Provided 
The question which was designed to determine 
the types of medical duties most frequently per- 
formed for nonmilitary persons elicited the informa- 


TABLE 11.—Percentage of Time Spent in Treating Military 
Personnel, Dependents of Military Personnel, and 
Other Duties 

75- 50- About 25- Under No Re- 
Persons Treated 100% 75% 50% W% 2% sponse 
Military personnel 
Domestie . 5.6 104 
Overseas 
Dependents of military personnel 
Domestie 
Overseas 
All other duties 
Domestic 
Overseas 


* Foreed to total 100%. 


tion that in all three branches of the service out- 
patient care ranked first at domestic and overseas 
stations. In the Army, surgery ranked second at 
both domestic and overseas stations. In the Navy, 
pediatrics was second at domestic and overseas 
installations. General medical and hospital care 
was second for Air Force physicians both in the 
United States and at overseas bases. Table 12 sets 
forth the types of services rendered and with what 
frequency. 
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Medical Care of Dependents of Military Personnel 
Which Could Have Been Adequately Performed }~ 
Civilian Medical Personnel 


With respect to service in the United States, the 
majority of responding physicians were of the 
opinion that all medical care of nonmilitary persons 
could have been adequately performed by civilian 
medical personnel. In the three branches of the 
service, 582 of 930 physicians, or 63%, so responded. 
However, in regard to overseas service only 100 of 
393 physicians, or 25%, were of that opinion. In 
fact, 140 of 393 physicians, or nearly 36%, stated 
that none of the medical care of nonmilitary per- 
sons at Overseas stations could have been adequate- 
ly performed by civilian medical personnel. Table 


TABLE 12.—Type of Service Provided to Dependents of 
Military Personnel 


Army, Navy, Air Force, 

Type of Service % % Q 
Domestic 

Outpatient care 39.1 

Surgery ....... 9.6 

General medical and hospital care ......... : 13.5 

Obstetrics and gynecology ... 12.7 

Other 2.4 98 


100.0 100.0 

Overseas 
Outpatient care ...... : 36.5 
11.6 
7 16.1 
Obstetrics and gynecology ................. : 12.2 
Pediatrics 2.2 15.9 
Other 7.7 


100.0 100.0 100.0 


* Forced to total 100%. 


TABLE 13.—Physicians Indicating Feasibility of Medical Care 
of Nonmilitary Personnel by Civilian Medical Personnel 


Domestic 
Ali care 
Most care 
Some care 
None 


Total 212 52 100.0 100.0 
Overseas 
All care 21.1 2 38 45 24.6 
Most care 2 5.5 4.7 2 13.1 
Some care 3 305 14.7 24.0 
None ‘ 7 33.1 23 33.8 7 38.3 


68 100.0 183 100.0 


13 shows the percentages of physicians in the Army, 
Navy, and Air Force and their opinion in regard to 
the feasibility of the treatment of dependents of 
military personnel by civilian medical personnel at 
both domestic and overseas bases. 


Physicians’ Evaluation of Staffing Conditions 


One of the questions was designed to obtain the 
opinion of physicians as to staffing conditions of 
nurses, enlisted medical personnel, physicians, den- 
tists, and others in the two units where the phy- 
sician served his longest and next longest assign- 
ments. With respect to the longest assignment, the 
tabulation of this multiple-answer question indi- 
cated that in the Army replies indicating over- 
staffing totaled 160, understaffing 339, and adequate 
staffing 690. In the Navy, overstaffing totaled 165, 


: 
. 
ar Was next longest assignment in line with 
Sh 10.6 
11.0 
‘ 
a? Army Navy Air Force 
A 
Ran Type ot Service No. % No. % No. %&% 
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understaffing 239, and adequate staffing 615. The 
Air Force tabulation revealed 314 replies of over- 
staffing, 749 of understaffing, and 1,157 of adquate 
staffing. 

The response to the question concerning the next 
longest assignment revealed that in the Army over- 
staffing totaled 78, understaffing 126, and adequate 
staffing 429. In the Navy, the results were 84, 115, 
and 407, respectively, while the Air Force tabula- 
tion was 106, 205, and 510 respectively. Table 14 
reflects, in detail, the percentages relative to over- 
staffing, understaffing, and adequate staffing con- 
ditions in the three military services for the 
physicians’ longest and next longest assignments. 


TaB.Le 14.—Medical Staffing Conditions in the Armed Forces 


Enlisted Phy 


Medical si Den 
Nurses Person- cians tists Others Total 
nel ‘ ‘ % 
For longest assignment 
Army 
Adequate ta 3.3 62.3 69.4" 20.0 
Navy 
Overstaffed 6.7* 14.1 22.2 85.7 1.2 
Understatfed 0.3 4.3 22.4 17.5 42.9 3.5 
Adequate 40.8 70.1 1.4 60.3" 
Total 10.0 «100.0 10000) 100.0 100.0 
Air Force 
Understaffed 40.5 41.6 11.9 60.0 33.7 
Adequate 3.2 444 12.7 
For next longest assignment 
Army 
Overstaffed is 10.8 18.2 12 
Understaffed .. 18.7 19.4 13 19.8 
Total 100.0 100.0) T0000) 100.0 
Navy 
Overstaffed 14.5 1.2 0.0 13.4 
Understaffed ‘ 15.8 33.3 194 
Adequate 714 it 67.1 
Air Force 
Overstaffed 12.2 13.1 18.6 12.9 
Understaffed .. 22.1 3130 «147 7.1 5.0 


* Foreed to total 100* 


Unnecessary or Wasted Aspects of Military Training 


There were 334 physicians who responded affirm- 
atively to the question, “Were there any aspects of 
your military training that were unnecessary or 
wasted?” Negative answers were received from 833 
medical officers. With respect to the affirmative 
replies, the most frequently mentioned area of 
waste was the performance of nonmedical duties. 
Table 15 shows the responses to this question by 
branch of service. 


Physicians’ Suggestions for Making Military Service 
More Attractive to Medical Men 


There were 1,051 physicians who offered sugges- 
tions for making military service more attractive 
for physicians. Only 110 physicians felt that nothing 
could be done to make military service more attrac- 
tive to medical men. 
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In the 1956 survey the number one suggestion 
was a recommended improvement in the utilization 
of medical personnel while the 1957 survey reveals 
a recommended increase in pay as the most fre- 
quent suggestion for making military service more 
attractive to medical men. The 1956 number one 


TasBie 15.—Unnecessary or Wasted Aspects of Military 
Training 


Army Navy Air Force 
No No No 
Not in field for which trained 12.7 17) 
No training or experience in fleld $ 42 
Capable of more responsible medical 
duties 78 69 WW 6 
Nonmedieal duties lt 67 «41.9 
Miscellaneous 350 wit #300 
No reason given 9.7 ) 15 94 
Total 103 100.0 1 100.0 160 1000 


* Foreed to total Loo 


suggestion as well as a recommendation of adequate 
family housing did not appear as one of the top 
10 suggestions in the results of the 1957 survey. 
Table 16 sets forth the suggestions from physicians 
in the three branches of military service. 


Suggestions for Improvement of Services Furnished 
by Medical Associations to Military Physicians 
A total of 397 physicians, or 34%, offered sugges- 

tions in response to the question concerning the role 

of national and local medical associations in main- 
taining closer contact or rendering better service to 
their members who served as physicians in the 
armed forces. Some physicians offered more than 
one suggestion. The multiple suggestions are tabu- 
lated in table 17. The other 770 physicians who 
returned the questionnaire offered no suggestions. 


TasBLe 16.—Physicians’ Suggestions for Making Military 
Service More Attractive to Medical Men 
Army Navy Air Force 


No % No % No 


Increase in pay 12.9 83 (10.8 14 12.8 
Choice of stable location 75 8.8 74 9.6 1233 74 
More capable commanding officers 7.6 15 8669 
Less administrative nonmedical 

duties 6 65 
Independent medical service without 

rank 65 74 40 
Higher rank; merit promotions 17 108 65 
Freedom from nonmilitary 

interference 6 37 is 101 6.0 
Resideney or further training 37 4.3 30 97 5.8 
Duties in line with training and 

experience 44 .2 6.5 78 47 
Opportunity to practice specialty 4.1 13 87 5.2 

Total 1000 760 100.00 1.0738 100.0 


Foreed to total 100% 


Physicians Who Would Voluntarily Remain 
in Service 


In response to the question relative to military 
service beyond the obligatory tour of duty, 675 
physicians indicated they would not be willing to 
stay in military service for more than two years of 
service under any conditions except total war. There 
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were 492 physicians who indicated they would 
serve an additional period under certain conditions. 
Some physicians listed more than one condition. 
Table 18 reflects the reasons or conditions under 
which an additional period of service would be 
acceptable. 


TABLE 17.—Suggestions for Improvement of Services Fur- 
nished by Medical Associations to Military Physicians 


Suggested Society Activities Army Navy Air Force 
More information, newsletters, ete. ............ 29 8 36 
Personal visits by civilian physicians to 


civilian medical meetings 3 29 
Assistance in locating a position 

Assistance in preventing evasion of 

Distribution of questionnaire to 

Provision of specialists for 

Miscellaneous suggestions | 34 


TaB_e 18.—Distribution Indicating Conditions of Voluntary 
Extension of Service Beyond Two-Year Requirement 


Army Navy Air Force 
Conditions No. % No. &% No. %& 
6 3.3" 13 7.8 13 3.6 
All doctors serving on an equitable 
Promotion to higher rank ........... 11 61 4 24 28 7A 
«16.8 23 #139 64 17.5 
Given resideney or further training... 12 6.7 2% 1 38 
Opportunity to practice specialty .... 20 11.2 17 (10.2 3% 
Choice of duty assignment ........... 15 84 16 96 44 120 
Choice of stable location ............ 34 «19.0 % 15.1 43 117 
Living quarters for family .......... 4 5.0 5 3.0 18 4.9 
Request for extension of status 
Extended service time voluntary .... 6 3.3" 7 4.2 12 3.3 
Miscellaneous conditions ............. 27 «15.1 3 #139 52 142 
179 100.0 166 100.0) 366 100.0 


* Foreed to total 100% 


Preferred Branch of Service for Practice 
of Medicine 


In response to the question of preference if the 
physician were going to practice medicine in a 
federal government agency, 453 physicians stated 
a preference for the armed forces. A total of 436 


TABLE 19.—Preferred Branch of Service for Practice 
of Medicine 


Army Navy Air Foree 


4 34 104 89.6 2.3 
6 5.2 2 1.7 2 0.9 
No answer as to braneh of service ... 1 oe sae 1 0.4* 

116 100.0 116 100.0) 221) 100.0 


* Foreed to total 100%. 


physicians expressed a preference for other agencies 
of the federal government, 248 had no preference, 
and 30 did not answer. Of those who preferred the 
armed forces, the majority chose the branch of 
service in which they had served. Table 19 sets 
forth the preferences as to branch of service. 
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Distribution of Physicians by Rank at Time 
of Discharge 


The majority of physicians in the Army and Air 
Force held the rank of captain at the time of their 
release from active military duty, while those sepa- 


TaBLe 20.—Distribution of Physicians by Rank at Time of 
Discharge 

Army Navy Air Force 

“No % No No. % 

es 3 1.0 ly 


COl.-COMMABNET 


Lt 


Col.-capt. ..... ows 0.3 3 1d 


* Foreed to total 100% 


rated from the Navy held the equivalent rank of 
lieutenant, senior grade. There were 1,102 physi- 
cians who answered this question. The survey indi- 
cated that approximately 2% of those who re- 
ported were in the lowest rank, while 85% held the 
rank of captain or lieutenant, senior grade. There 
were approximately 13% with the rank of major or 
lieutenant commander and higher. Table 20 indi- 
cates the number and percentages by rank within 
the three services. 


Reserve Status 


Of the 1,167 physicians reporting, 193 indicated 
they retained their reserve commissions while 972 
resigned their commissions. There were two who 
did not respond. By services, the Army had 68 
retaining commissions and 247 resigning; the Navy 
had 44 retaining and 236 resigning; and the Air 
Force had 81 retaining and 489 resigning their 
commissions. Table 21 reflects the percentages by 
branch of service. 


Length of Active Service as a Medical Officer 


In the Army 308 responding physicians served 
an average (median) of 23 months in the United 
States and 152 responding physicians served an 
average (median) of 21 months at overseas sta- 
tions. There were 279 naval medical officers who 
had an average (median) of 24 months active duty 
in the United States and 108 naval medical officers 


TaBLe 21.—Percentage Distribution of Physicians According 
to Reserve Status 


Army, “% Navy Air Force 
Retained commission ....... 4 215 19.7 1 
Resigned commission ........... 78.2 S56 
03 02 


had an average (median) of 12 months overseas. 
Responses from 545 physicians in the Air Force 
revealed an average (median) tour of duty of 24 
months in the United States, and 194 physicians in 
the Air Force had an average (median) tour of duty 
of 22 months at overseas bases. 
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CALIFORNIA 


Dr. Freeman Comes to California.—Dr. Gustave 
Freeman, medical researcher, has joined the biologi- 
cal sciences department at Stanford Research Insti- 
tute as program director of medical research. He 
will direct preclinical cancer research at the insti- 
tute and clinical studies conducted with neighbor- 
ing hospitals. Concurrently with his assignment, 
Dr. Freeman will conduct an advanced program on 
nucleic acids with Prof. George W. Beadle, recently 
named to share the 1958 Nobel prize in medicine, 
at California Institute of Technology. Dr. Freeman 
comes to Stanford Research Institute from the Can- 
cer Chemotherapy National Service Center at 
Bethesda, Md., where he was head of the clinical 
pharmacology and therapeutics section. In addition, 
he was a consultant-in-biology for the Children’s 
Hospital in Boston; a member of the Johns Hopkins 
Hospital medical staff; and an assistant professor 
of medicine, Johns Hopkins University School of 
Medicine, Baltimore. 


COLORADO 


State Medical Election.—The Colorado State Medi- 
cal Society has installed the following officers: 
president, Dr. John Zarit, Denver; president-elect, 
Dr. John L. McDonald, Colorado Springs; vice- 
president, Dr. Robert P. Harvey, Denver; treasurer, 
Dr. William C. Service, Colorado Springs; and con- 
stitutional secretary, Dr. Harry C. Hughes, Denver. 


DELAWARE 

Centers for Retarded Children.—Delaware report- 
edly has opened the first state-supported day care 
center for severely mentally retarded children in 
the U. S. Only the most helpless of the mentally 
retarded are accepted for care—from 9 to 5 five days 
a week. The purpose is twofold: to try to train the 
children in the basic phases of self-care; to relieve 
their parents of the constant strain of taking care of 
them at home. This is the first of a series of centers 
to be set up throughout Delaware under the juris- 
diction of Dr. Mesrop A. Tarumianz, state mental 
health director. 


ILLINOIS 

Request for Old Pictures of Autos.—The Illinois 
State Medical Society is preparing an exhibit cen- 
tered around an Illinois Medical Journal article 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 
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which told of the role of physicians in the develop- 
ment of the automobile in the U. S. at the turn of 
the century. To help illustrate this exhibit, the so- 
ciety will appreciate the loan of old photographs 
showing physicians at the wheels of cars of 1900- 
1910 vintage. Scenes showing difficulties on the 
road, or poor highway conditions, are especially 
desired. Enlargements will be made of these photo- 
graphs and the originals returned undamaged. 
Photographs should be accompanied by a memo 
giving the name and town of the physician, wheth- 
er living or deceased, and the make and year of the 
automobile. They should be sent to Mr. John A. 
Mirt, Illinois State Medical Society, 185 N. Wabash 
Ave., Chicago 1. 


Chicago 

New Department of Experimental Surgery.—\ich- 
ael Reese Hospital and Medical Center has an- 
nounced the appointment of Dr. William C. 
Shoemaker as head of its new department of experi- 
mental surgery which will begin operations Jan. 1, 
1959. Dr. Shoemaker at present is an assistant in 
surgery at the Peter Bent Brigham Hospital, Boston, 
and a research fellow at Harvard Medical School. 
At Michael Reese he will continue his research on 
the metabolism of the liver in surgical conditions, 
and other work of the newly formed department 
will concern the role of the autonomic nervous 
system in various surgical problems and the recon- 
struction of intraperitoneal smooth muscle organs. 
Dr. Shoemaker, a native of Chicago, received his 
M.D. degree from the University of California, 
San Francisco, in 1946 and served 38 months with 
the U. S. Navy Medical] Corps. 


MAINE 

Dr. Hill Receives Huddilston Medal.—Dr. Frederick 
T. Hill, Waterville, medical director of Thayer 
Hospital, was honored recently by the Maine Tu- 
berculosis Association which awarded to him its 
Roselle W. Huddilston Medal “for distinguished 
service and outstanding contributions in the field of 
health to the people of the State of Maine.” The 
Huddilston Medal established in Maine to honor 
health leaders and recognize their work, is named 
for Mrs. John Homer Huddilston of Orono, a vol- 
unteer health worker and leader in the state for 
more than 40 years. It is given “in recognition of 
contributions within the total field of health which 
is in keeping with the tuberculosis association’s 
concept that it should be interested in all aspects 
of health improvement, for all are important and 
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they all contribute to tuberculosis control.” The 
medal is not limited to physicians and is primarily 
awarded in recognition of services rendered beyond 
the call of a person’s ordinarily defined responsibili- 
ties and duties. The medal was presented to Dr. Hill 
at the annual meeting of the Maine Tuberculosis 
Association by Dr. Thomas A. Foster, Portland, 
chairman of the Huddilston Medal Committee. A 
citation, describing Dr. Hill's accomplishments, 
listed service as president of the Maine Medical 
Association (1936-1937), the Maine Hospital Asso- 
ciation (1944-1946), and the New England Hos- 
pital Assembly (1954). 


MASSACHUSETTS 


State General Practitioner of the Year.—The Execu- 
tive Committee of the Massachusetts Medical So- 
ciety has named Dr. Kathleyne S. Snow as the 
society's “General Practitioner of the Year” and its 
nomination for the A. M. A. national award. Dr. 
Snow is the first woman physician to receive the 
Massachusetts honor. After her graduation from 
Tufts College Medical School in 1923, Dr. Snow set 
up practice in Jamaica Plain, where she continues 
to practice. In presenting her nomination to the 
Executive Committee her fellow physicians of the 
Norfolk District stated, in part, “A credit not only 
to the women in medicine, but to the whole medical 
profession, Dr. Snow richly deserves the honor of 
being selected as the Massachusetts General Practi- 
tioner for 1958.” 


MICHIGAN 

Lecture on Schizophrenia.—Dr. Marvin L. Adland, 
clinical director of Chestnut Lodge Sanitarium, 
Rockville, Md., will give a lecture on the treatment 
of schizophrenia at the Haven Sanitarium, Roches- 
ter, Mich., Dec. 13. 


Dr. Krystal Receives Research Award.—The Michi- 
gan Society of Neurology and Psychiatry on Oct 23 
presented its research award to Dr. Henry Krystal, 
an associate member of the society. This award, 
consisting of a prize of $250 and an appropriate 
scroll, is presented annually “for meritorious origi- 
nal work in neuropsychiatry done by men in the 
first five years of training or experience.” Dr. 
Krystal’s paper was entitled “Physiological Treat- 
ment of Delirium Tremens,” and has been accepted 
for publication in the Journal of the American 
Psychiatric Association. 


MINNESOTA 
Institute on Perinatal Casualties.—The University 
of Michigan School of Public Health and the Uni- 
versity of Minnesota School of Public Health will 
jointly hold an “Institute on Perinatal Casualties” 
Dec. 8-12 in Minneapolis, financed by a grant from 
the U. S. Children’s Bureau. The program will be a 
series of seminars and discussions. Faculty case find- 
ing, care, and follow-up; perinatal mortality studies; 
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care of the premature infant; etc. For information, 
write Dr. Donald C. Smith, associate professor of 
maternal and child health, University of Michigan 
School of Public Health, Ann Arbor, Mich., or 
Dr. Helen M. Wallace, professor of maternal and 
child health, University of Minnesota School of 
Public Health, Minneapolis, Minn. 


NEBRASKA 


Select Committee on Research.—Dr. Charles M. 
Wilhelmj, professor of physiology, has been named 
chairman of an all-University Committee on Re- 
search at Creighton University School of Medicine, 
Omaha. This committee was selected by the Aca- 
demic Senate, composed of deans of the various 
schools and colleges under the chairmanship of the 
academic vice-president, the Rev. William F. Kelley, 
S.J. The newly-named group will act as a clearing 
house for research in the university and as univer- 
sity agent in general research grants. Further, the 
Committee on Research will encourage, advertise, 
initiate, and approve research in the several col- 
leges. It will serve as liaison body with the Jesuit 
Research Council of America. 


NEVADA 

State Medical Flection.—The following officers of 
the Nevada State Medical Association have been 
elected for 1958-1959: Dr. Roland W. Stahr, presi- 
dent; Dr. Ernest W. Mack, president-elect; Dr. Wil- 
liam A. O’Brien, III, secretary-treasurer; Dr. Wesley 
W. Hall, A. M. A. Delegate; and Dr. Earl N. 
Hillstrom, A. M. A. Alternate Delegate, all of Reno. 


NEW MEXICO 

Dr. Lovelace to Speak at Holloman.—Dr. William 
R. Lovelace, II, will fly to Holloman Air Force 
Base as guest of honor for the Dec. 9 dinner meet- 
ing of the Holloman Section, American Rocket 
Society. Dr. Lovelace will explore various aspects 
of human factor research related to the hazards 
encountered by “Man in Space.” Formerly chief of 
the Aero Medical Laboratory at Wright Air Devel- 
opment Center, Dr. Lovelace is now an official of 
the Lovelace Foundation. He has also served as 
chairman of the Aeromedical Panel of the USAF 
Scientific Advisory Board and is now a member of 
the NATO Advisory Group for Aeronautical Re- 
search and Development (AGARD) under Dr. 
Theodore von Karman. 


NEW YORK 

Lectures on Psychiatric Care.—A series of six lec- 
tures on practical aspects of psychiatric care in the 
community is being presented to North Country 
area physicians by Drs. Warren A. Mann and David 
B. Robinson, both assistant professors of psychiatry. 
The lectures, which started Oct. 28, will end Dec. 
11 and are being held at Mercy Hospital, Water- 
town. Presented at the request of the Jefferson 
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County Academy of General Practice and designed 
to provide information helpful in psychiatric prob- 
lems encountered in the general practice of medi- 
cine, the lectures are concerned with development 
of psychosocial problems, diagnosis, immediate 
treatment, legal considerations, and community re- 
sources and responsibilities that may be developed. 
Sponsoring the lectures are the New York State 
Medical Society, the Jefferson County Medical So- 
ciety, the Jefferson County Mental Health Associa- 
tion, and the academies of general practice of the 
four participating counties. Sessions are held from 
7:30 to 9:30 p. m. 


New York City 

Annual Wechsler Lecture.—The annual Israel S. 
Wechsler Lecture will be given Dec. 12, 8:30 p. m., 
in the Blumenthal Auditorium of the Mount Sinai 
Hospital. Charles M. Pomerat, Ph.D., professor of 
cytology, University of Texas, Galveston, will speak 
on “Recent Advances in the Study of Living Nerve 
Tissue.” 


Centennial Exhibit for Dr. Koplik.—In celebration 
of the 100th anniversary of the birth of Dr. Henry 
Koplik (1858-1927) “one of New York City’s pre- 
eminent physicians,” an exhibition bearing upon the 
life and achievements of Dr. Koplik will be placed 
on view in The New York Academy of Medicine. 
Dr. Koplik was a specialist in the diseases of chil- 
dren, was an eminent exponent of preventive medi- 
cine, and is most widely known as the discoverer of 
the “Koplik’s Spots.” He was the founder of the 
first “Milk Depot,” making milk available to the 
poor and the underprivileged free or at a minimum 
cost. Dr. Koplik served as medical director of the 
Good Samaritan Dispensary, and was one of the 
founders of the American Pediatric Society and at 
one time was its president. The exhibit at The New 
York Academy of Medicine, organized by Dr. Mur- 
ray H. Bass and Dr. Jerome L. Kohn, will be on 
view at The New York Academy of Medicine, first 
floor lobby, until the end of December. The public 
is invited. Admission is free. 


OHIO 

Annual Meeting on Internal Medicine.—The annual 
meeting of the Ohio Society of Internal Medicine 
will be held Jan. 21, 8 p. m., at the Netherland 
Hilton Hotel, Cincinnati. The presiding officers will 
be Dr. Arnoldus Goudsmit, Youngstown, president; 
Dr. George J. Hamwi, Columbus, vice-president; 
and Dr. Leonard P. Caccamo, Youngstown, secre- 
tary-treasurer. The meeting will be devoted to a 
review of the progress made by the society in the 
interest of patient care requiring the specialty of 
internal medicine in the State of Ohio during the 
year 1958. Dr. A. Carlton Ernstene, governor of the 


college for Ohio, has invited the Ohio Society of 


Internal Medicine to take part in the program of the 
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Ohio Regional Meeting of the American College of 
Physicians to be held Jan. 22 at the Veterans Ad- 
ministration Hospital in Cincinnati. The program 
will include the presentation of a panel dealing 
with “Status of the Internist in Medical Care Plans,” 
moderated by Dr. Hamwi, head, division of endo- 
crinology and metabolism, Ohio State University 
College of Medicine. The panel will consist of 
four members: Dr. William B. Walsh, chairman, 
Legislative Committee of the American Society 
of Internal Medicine, Washington, D. C.; Dr. 
John J. Grady, chairman, Committee on Insurance 
Plans, Cleveland Society of Internal Medicine, 
Cleveland; Mr. Charles H. Coghlan, executive vice- 
president, Ohio Medical Indemnity, Inc., Colum- 
bus; Dr. Paul I. Robinson, coordinator of medical 
relations, Metropolitan Life Insurance Company, 
representing the Health Insurance Council, New 
York City. 


OREGON 

Grant for Research Building.—A grant of $1,297,955 
from the National Advisory Council of the National 
Institutes of Health for construction of the Univer- 
sity of Oregon “ediv-al School's proposed Medical 
Research Building was approved in late September, 
paving the way for a request by the Board of 
Higher Education for matching funds from the 
1959 Oregon State Legislature. Preliminary plans 
for the research structure were approved by the 
Higher E.’ ication Board in June. The building will 
be rectangular, 57 by 182 feet. It will be nine stories 
high including two stories below ground, with a 
total floor area of about 106,902 square feet, and 
designed so that five additional stories can be 
added at some future date. The building will be 
located north of the Medical Science Building. It 
will be constructed of reinforced concrete with ex- 
terior finish to be of glass and panel construction. 
Interconnection between the new and existing facili- 
ties will be provided. Provisions are incorporated 
in the plans for storage and processing of radioiso- 
topic materials and for radioactive materials labora- 
tories. Animal quarters are planned in the two 
sub-grade levels. 


PENNSYLVANIA 

Philadelphia 

Symposium on Hypertension.—The Hahnemann 
Medical College and Hospital will present a Sym- 
posium on Hypertension at the Town Hall, Phila- 
delphia, Dec. 8-12, under the following section 
headings: Pathology and Clinical Aspects of Hyper- 
tension, Basic Concepts of the Etiology of Hyper- 
tension, Pharmacology of Hypertension and Use of 
Sympathetic Blocking Agents, and The Role of Salt 
and Diuretics in the Therapy of Hypertension. The 
latter part of the symposium concerns medical] and 
surgical treatment. On the third and fourth day, the 
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clinical pharmacodynamics and therapeutic use of 

drugs will be considered. Panel discussions sched- 

uled for Dec. 12 will have the following titles and 

moderators: 

Development of an Effective Therapeutic Program, Dr. John 
H. Moyer. 

Effect of Therapy on Prognosis in Patients with Hypertension, 
Dr. Charles C. Wolferth Sr. 

Surgical Approach to Essential Hypertension, Dr. John M. 
Howard. 


Participants in the symposium include Dr. Wil- 
liam D. M. Paton, professor of pharmacology, Royal 
College of Surgeons of England, London, who will 
present “The Rationality or Irrationality of Gangli- 
onic Blocking Agents in Hypertension,” and Dr. 
Mordochai Toor, head, third medical department 
and cardiopulmonary laboratory, Beilinson Hospi- 
tal, Kupat-Holim, Petah-Tikva, Israel, who will 
speak on “The Effect of Increased Intrapulmonary, 
intracardiac, and Intra-arterial Blood Pressure on 
Sodium Excretion.” 


University Center for Radiology.—The William H. 
Donner Center for Radiology of the University of 
Pennsylvania received a $150,000 endowment gift 
from The Donner Foundation when the one-million- 


The William H. Donner Center for Radiology of the 
University of Pennsylvania, Philadelphia. 


dollar center was dedicated earlier this vear. The gift 
for endowment was in addition to the foundation’s 
earlier contribution of $600,000 toward construction 
of the center. The foundation also donated a 2- 
million-volt x-ray machine. The center, located 
adjacent to the Hospital of the University of 
Pennsylvania, was named for William H. Donner, 
Pennsylvania industrialist and philanthropist, in 
recognition of his long interest in radiological diag- 
nosis and treatment. It was constructed at a cost of 
$847,000, plus $184,000 for equipment. The Fels 
Fund contributed $25,000 for a radiobiology re- 
search program, and the U. S. Public Health Serv- 
ice provided more than $284,000 in grants for 
equipment and construction. The center consists of 
three floors, providing 16,000 square feet of floor 
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space, and is connected with the present depart- 
ment of radiology at the hospital. The basement 
level contains electronic and precision machine 
shops and an auditorium seating 68 persons. Patient 
care is centered on the main floor, and the second 
floor will serve as the experimental and _ service 
floor. 


UTAH 
University of Utah Medical Center Planned.—In 
1957, the State Legislature authorized construction 
of a unified medical center on the University of 
Utah campus, Salt Lake City, and made an initial 
appropriation of funds for planning and construc- 
tion. This new plant will bring together under one 
roof the many activities of the College of Medicine 
and Nursing now housed in widely scattered tem- 
porary buildings. Work has already gone into pre- 
liminary plans for the new structure, including 
individual and team visits to other medical centers 
of the country, visits to Salt Lake Citv of various 
expert consultants, full-time services of a “space 
analyst” experienced in medical center planning, 
etc. Faculty committees and architects are now 
working jointly on “preliminaries.” At an estimated 
cost of 10 million dollars for construction and 2 or 
3 million for utilities, landscaping and equipment, 
this reportedly will be one of the smallest and least 
costly of university medical centers in the U. S. 
About two-thirds of the funds needed for the proj- 
ect are in hand or in prospect. A public campaign is 
now being initiated to raise the remainder. 


WEST VIRGINIA 
General Practice Meeting in Charleston.—The 10th 
anniversary of the West Virginia Chapter of the 
American Academy of General Practice will be ob- 
served at a meeting at the Daniel Boone Hotel in 
Charleston Dec. 7 with a special scientific assembly. 
A film, “Building For Tomorrow,” will be shown 
during the period from 9:30 to 10 a. m., after which 
the following program will be presented, with a 
luncheon at noon: 


10 a.m.—Pre- and Post-Partum Gynecological Problems, Dr. 
John H. Holzaepfel, assistant professor, department of 
obstetrics and gynecology, Ohio State University College 
of Medicine, Columbus. 

11 a.m.—An Appraisal of Present Therapy for Peptic Ulcer, 

Dr. Charles M. Caravati, associate professor of clinical 

medicine, Medical College of Virginia, Richmond. 

p.m.—Acute Chest Surgery, Hiatal Hernia, and Open Heart 

Surgery, Dr. Donald B. Effler, department of chest surgery, 

Cleveland Clinic, Cleveland. 

p.m.—Respiratory Infections—A General Review of Diag- 

nosis and Modern Treatment, Dr. William Curtis Adams, 

assistant professor of child health, department of pediatrics, 

University of Louisville School of Medicine, Kentucky. 


to 
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Members of the American Academy of General 
Practice will be granted 4% hours category one 
credit for attendance at the meeting. There will be 
no registration fee. 
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WISCONSIN 

Academy Meeting in Milwaukee.—On Dec. 16-20 

the Milwaukee Academy of Medicine will present a 

series of conferences, clinics, and ward rounds to be 

directed by Dr. Arnold S. Relman, associate profes- 

sor of medicine, Boston University School of Medi- 

cine, and physician in charge of the Renal and 

Metabolic Clinic at the Robert D. Evans Memorial 

Hospital, Boston, concerning “Electrolyte Problems 

and Renal Disease” and also fluid and electrolyte 

problems as encountered in other fields of medicine. 

All sessions are open to interested physicians with- 

out registration fee. 

Dec. 16—University Club of Milwaukee, Cocktails and Din- 
ner, 6:00 p.m., scientific session, 8:00 p.m. 

Clinics and Rounds: 9:00 a.m. to 12 Noon. 

Dec. 17—Milwaukee County General Hospital. 

Dec. 18—Veterans Administration Hospital, Wood. 


Dec. 19—Milwaukee Children’s Hospital. 
Dec, 20—Milwaukee County General Hospital. 


For information write the Milwaukee Academy 
of Medicine, 561 N. 15th St., Milwaukee. 


GENERAL 

Retarded Child Programs Expand.—The Oct. 11 
Science News Letter reports that efforts to under- 
stand the causes of and care for the mentally 
retarded child have mushroomed from four state 
programs three years ago to 44 such programs to- 
day. In 1955, four states were pioneering in the 
mental retardation problem. These states were re- 
ceiving only $141,000 in special project money 
advanced by the Children’s Bureau of the U. S. 
Department of Health, Education and Welfare, 
Mrs. Katherine B. Oettinger, chief of the bureau, 
said. In 1956, the federal government ear-marked 
one million dollars annually for state mental re- 
tardation projects. A major goal of the fund was to 
close the gap between early detection and _ treat- 
ment of mental retardation in preschool children. 
Several of the state programs that are supported by 
federal funds are training future physicians in the 
diagnosis and treatment of various forms of mental 
retardation. Some of the state projects are located 
in university medical centers. Some, as in Minne- 
sota, Maine, Georgia, and Idaho, are concentrated 
in rural counties in an effort to determine both the 
need for services and the available resources that 
can be developed. In Florida, Colorado, Alaska, 
and Massachusetts the emphasis is on how to inte- 
grate mental retardation programs into the services 
of local health departments. Most of the children 
seen in these projects are of preschool age. Deter- 
mination of the nature and degree of mental retar- 
dation, and the causes, is the first point of assistance. 
Consideration is given to physical conditions that, 
if improved, would lessen the handicap. The family 
situation affecting the child’s condition is carefully 
studied, and resources in the community to aid the 
child are sifted. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Nov. 8, 1958 


Nov. 9, 
Paralytic Total 1957 
Area Type Cases Total 
New England States 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 
Middle Atlantic States 
New York ; 3 6 3 
New Jersey 2 4 
Pennsyivania 5 5 1 
East North Central States 
Ohio 4 14 7 
Indiana 3 4 
Mlinois 4 10 3 
Michigan 12 31 7 
Wisconsin 3 3 1 
West North Central States 
Minnesota 1 1 
lowa l 2 1 
Missouri 7 7 1 
North Dakota ..... Senders 1 1 
Nebraska .... 
Kansas 
South Atlantic States 
Delaware 1 1 
District of Columbia ............ 
Virginia 3 3 
West Virginia 3 8 
North Carolina 2 2 
South Carolina 2 1 
East South Central States 
Kentucky 2 2 4 
Mississippi. 1 8 
West South Central States 
Arkansas .... 1 1 
Louisiana 
Oklahoma .. ; iain 2 2 1 
Texas ‘ 5 10 5 
Mountain States 
Montana 
Idaho 
New Mexico ‘ 1 
Arizona .... 1 1 
Nevada 
Pacifie States 
Washington 3 
Oregon 1 
California 19 1 
\laska 
Hawaii 
Puerto Rico .. 1 l 


Total 


Poliomyelitis Morbidity Trends.—According to the 
Poliomyelitis Surveillance Report of the Communi- 
cable Disease Center, Atlanta, Ga., for Oct. 31, 
during the 43rd week ending Oct. 25, 253 new cases 
(155 paralytic) were reported to the National 
Office of Vital Statistics. This represents a decrease 
in the total, but an increase in the paralytic cases. 
The previous week 289 cases were reported of 
which 140 were paralytic. Late seasonal rises in 
polio are not uncommon, the report stated, but the 
persistence of cases at this level, this long after the 
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peak during the 38th week, is unusual. For the first 
time this year, paralytic cases exceeded the number 
for the corresponding week in 1956. During the 
43rd week in 1956, 320 cases with 140 paralytic 
were reported. Aside from the concentration of 
cases in Michigan (total 57—paralytic 20), paralytic 
cases are distributed widely throughout the nation. 


CANADA 

Research Institute in Saskatoon.—The Saskatchewan 
Cancer and Medical Research Institute was for- 
mally opened May 10. The Institute has been built 
on the campus of the University of Saskatchewan 
College of Medicine, Saskatoon, through funds sup- 
plied by the Saskatchewan Division of the Canadi- 
an Cancer Society and the Government of Saskatch- 
ewan. It is connected by tunnel with the Medical 
Building and the University Hospital and will pro- 
vide housing for the Saskatchewan Research Unit 
of the National Cancer Institute of Canada as well 
as a radiation physics group and a tissue culture 
suite occupied by the department of anatomy and 
bacteriology of the University of Saskatchewan. The 
lower floor will provide laboratory space for the 
clinical departments of anaesthesia, medicine, pedi- 
atrics, neurosurgery, and surgery. 


CORRECTION 

Psychoanalysis Meeting Dec. 6-7.—In the Nov. 15 
issue of THE JoURNAL, p. 1562, the mid-winter meet- 
ing of the Academy of Psychoanalysis was reported 
to have been held Nov. 6-7. Dr. Jules H. Masser- 
man, past-president, who was given as president, 
has written that the academy “will hold its mid- 
winter meeting at the Roosevelt Hotel, New York 
City, Dec. 6-7, under the presidency of Dr. William 
V. Silverberg, of New York.” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN Boarp OF ANESTHESIOLOGY: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

AMERICAN BoarD OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL Mepicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or- 
leans, Feb. 3-6. Final date for filing application is Jan. 1. 
Oral. For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi- 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 
6-7, 9-10. Final date for filing application is March 1. 

Examination in the Subspecialties. Gastroenterology. 

Philadelphia, April 17-18. Final date for filing application 

is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 

Main St., Madison 3, Wis. 


EXAMINATIONS AND LICENSURE 
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AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. 
Various parts of the United States and Canada, January 16. 
Candidates notified of their eligibility to participate in 
Part I must submit their case abstracts within thirty days 
of notification of eligibility. No candidate may take the 
written examination unless the case abstracts have been 
received in the office of the Secretary. Oral and Clinical. 
Chicago, May 8-19. Formal notice of the exact time of each 
candidate’s examination will be sent him in advance of the 
examination dates. Candidates who participated in the 
Part I examinations will be notified of their eligibility for 
the Part II examinations as soon as possible. Sec., Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6 

AMERICAN BOARD OF OPHTHALMOLOGY: Written, qualifying 
test (Part 1), Various Cities, Jan. 26. Oral. Philadelphia, 
June 3-6. Sec., Dr. Merrill J. King, 22 White St., Rockland, 
Maine. 

AMERICAN Boarp OF OrtrHoparpic SurGcERY: Part 1. Wash- 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part II, Chicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

AMERICAN Boarb OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
5-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp OF PHysicAL MEDICINE AND REHABILITA- 
TION: Written, Part I, and Oral, Part Ii. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S$. W., Rochester, 
Minn. 

AMERICAN Boarp OF PLastic SuRGERY: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi- 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex- 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

AMERICAN Boarp oF Procro.ocy: Oral and Written. Phila- 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND NEUROLOGY: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp oF RApioLocy: Special Examination. Cin- 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Candidates completing training June 30, 1959 
are not eligible for the Spring 1959 examinations. Sec., Dr. 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp or SurGeRyY: Part II. New York City, Dec. 
15-16; Houston, Tex., Jan. 12-13; New Haven, Conn., Feb. 
9-10; Durham, No. Car., March 9-10; San Francisco, April 
13-14; Indianapolis, May 11-12; Columbus, Ohio, May 
14-15. Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 

Boarp oF THoracic SurGcERY: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil- 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

AMERICAN Board oF Urno.ocy: The oral will be given in 
Chicago in February 1959. Sec., Dr. William Niles Wi- 

shard, Jr., 30 Westwood Road, Minneapolis 26. 


= 
fete 
. 
« 
‘ 


Vol. 168, No. 14 


GOVERNMENT SERVICES 


AIR FORCE 


Personal.—Col. John E. Pickering, chief, department 
of radiobiology, has been named director of medical 
research at the U. S. School of Aviation Medicine, 
San Antonio, Texas. Colonel Pickering, formerly 
director of the Health Physics Society of America, 
is the author of textbooks entitled “Student Hand- 
book of Weather” and “Air Navigation,” and of 
many scientific papers. 


ARMY 


Personal.—Col. Floyd L. Wergeland, executive di- 
rector, Office for Dependents’ Medical Care, was 
promoted to the rank of brigadier general on Oct. 8. 
Formerly, General Wergeland was chief of the 
personnel division in the surgeon general's office. 

Col. John L. Crawford, commanding officer, 9th 
Hospital Center, Landstuhl, Germany, was also 
recently promoted to the rank of brigadier general. 


NAVY 

Surgeon General Receives Peru Award.—Surgeon 
General Rear Adm. Bartholomew Hogan has been 
awarded the Peruvian Cross of Merit by the presi- 
dent of Peru and the Peruvian Navy. The decora- 
tion was presented through Rear Adm. Luis 
Edgardo Llosa, Naval Attache, Embassy of Peru, 
Washington, D. C., Oct. 8, in connection with the 
celebration of Peruvian Navy Day. This award was 
made in recognition of the assistance the U. S. Navy 
Medical Department has given the Peruvian naval 
medical department. 


VETERANS ADMINISTRATION 


Wheel Chair Homes.—More than 5,400 seriously dis- 
abled veterans have received federal grants totaling 
more than 51 million dollars for “wheel chair 
homes,” the VA has announced. As of Sept. 30, 
some 7,091 veterans who, because of service- 
connected disabilities, cannot get about without the 
aid of wheel chairs, crutches, braces, or the like, 
had established their eligibility for these special 
grants. Of these, 5,415 already have received the 
grants and either have moved into their homes or 
are in the process of having them built. The re- 
mainder have not yet put their plans into effect. 
The VA defrays 50% of the cost of “wheel chair 
homes” for eligibie veterans up to a maximum of 
$10,000 under grants which were first authorized 
in 1948. The average grant is $9,468. 


Research Program Expanded.—About 15 million 
dollars is available for VA medical research during 
the present fiscal year, and that is 5 million more 
than was available last year. The major new em- 
phasis in the agency's research will be on studies 


1915 


of mental and physical deterioration associated 
with aging, says Dr. Martin M. Cummings, director 
of the VA research service in Washington, D. C. 


PUBLIC HEALTH SERVICE 


Nobel Prize Winners.—The three scientists who 
were awarded the 1958 Nobel Prize in Medicine 
and Physiology have been closely associated for 
many years with research supported by the Na- 
tional Institutes of Health (NIH). The NIH _ pro- 
grams support scientific medical research of high 
caliber through grants for research studies, research 
training, and research facilities construction. Nearly 
half of America’s medical research is supported 
through these grants, which will number some 
7,000 this year. The awards are made on the recom- 
mendation of over 700 nonfederal advisers who 
review applications for grants as members of study 
sections and advisory councils. 

Dr. Joshua Lederberg of the University of Wis- 
consin has been receiving an NIH grant for 10 
vears. He is a member of the newly formed Ge- 
netics Study Section of NIH, having been a member 
of the Morphology Study Section from 1949 to 
1953. His current grant is from the National Cancer 
Institute. Dr. Edward Tatum of the Rockefeller 
Institute for Medical Research is a member of the 
Division of General Medical Sciences Genetics 
Training Committee and has received grant support 
from NIH since 1951. His current grant is from the 
National Cancer Institute. Dr. George Beadle, Cal- 
ifornia Institute of Technology, was the first scien- 
tist to deliver a Dyer Lecture at NIH and is now 
receiving a National Heart Institute grant, working 
in experimental biology and genetics. His current 
project is expected to receive support until 1961. 


Grants for Research in Metabolic Diseases.—Re- 
search grants and fellowships totaling $20,705,780 
were awarded during September by the National 
Institutes of Health, at Bethesda, Md. Forty-seven 
per cent of the grant funds awarded during Sep- 
tember are for support of research in arthritis and 
metabolic diseases. The grants were made to 337 
institutions in 45 states, the District of Columbia, 
2 territories, and 18 foreign countries. Research 
fellowships totaling $581,369 were awarded to 150 
individuals for study in 93 institutions in 33 states, 
the District of Columbia, and 2 foreign countries. 


Dr. Wright Receives Award.—Dr. Willard H. 
Wright, D.V.M., a Public Health Service consultant 
and former chief of the laboratory of Tropical 
Diseases of the National Institutes of Health was 
awarded the Walter Reed Medal by the American 
Society of Tropical Medicine and Hygiene. Re- 
search by Dr. Wright and co-workers resulted in 
improved control or treatment of such diseases as 
malaria, schistosomiasis, and filariasis. Advances 
were also made against trichinosis, toxoplasmosis, 
pinworm infection, and amebic dysentery. 
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Alderman, Mason Clarence, North Kansas City, 
Mo.; University Medical College of Kansas City, 
1903; died Sept. 26, aged 87. 


Andersen, Silas Carl “® Minneapolis; University of 
Minnesota Medical School, Minneapolis, 1925; 
member of the board of directors of the Hennepin 
County Medical Society; fellow of the American 
College of Surgeons; on the staffs of St. Andrew’s 
and St. Barnabas hospitals, and the Fairview Hos- 
pital, where he died Sept. 27, aged 69, of shock 
and fracture of the pelvis as the result of a fall. 


Anderson, Lester D. % Chicago; Chicago Medical 
School, 1919; served as a member of the staff of 
the city health department; died in St. Petersburg, 
Fla., Sept. 25, aged 69, of cerebral hemorrhage. 

Babcock, Elmer E., Alden, Iowa; State University 
of Iowa College of Homeopathic Medicine, Iowa 
City, 1901; died June 29, aged 83, of arteriosclerosis. 
Baker, William Washington “ Steubenville, Ohio; 
Meharry Medical College, Nashville, Tenn., 1920; 
died in the Ohio Valley Hospital Sept. 29, aged 64. 


Balch, Franklin Greene “ Boston; Harvard Med- 
ical School, Boston, 1892; served on the faculty of 
his alma mater; member of the founders group of 
the American Board of Surgery; member of the 
American Surgical Association and the American 
Urological Association; fellow of the American Col- 
lege of Surgeons; served in France during World 
War I; honorary consultant at Massachusetts Gen- 
eral Hospital; on the consulting staffs of Robert 
Breck Brigham Hospital and Faulkner Hospital, 
where he died Sept. 23, aged 94, of pulmonary 
fibrosis. 

Barber, Robert Forrest, Sea Girt, N. J.; born in 
Elizabeth, Oct. 20, 1882; Long Island College Hos- 
pital, Brooklyn, 1908, clinical professor emeritus of 
surgery, State University of New York College of 
Medicine at New York City, Brooklyn; served in 
France during World War I and was made a 
Chevalier of the Legion of Honor by the French 
government; member of the founders group of the 
American Board of Surgery; a vice-president of the 
Kings County Medical Society; fellow of the Ameri- 
can College of Surgeons; member of the House of 
Delegates of the American Medical Association 
from 1938 to 1941; served on the staffs of the Long 
Island College Hospital, Kingston Avenue Hospital, 
and Kings County Hospital; consulting surgeon for 
the police department; died in the Monmouth 
Memorial Hospital in Long Branch Oct. 5, aged 75. 


™) Indicates Member of the American Medical Association. 


DEATHS 
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Bishop, Harry Arthur “ Bakersfield, Calif.; North- 
western University Medical School, Chicago, 1938; 
veteran of World War II; on the staffs of the 
Mercy, Kern General, and Bakersfield hospitals, 
and the Memorial Hospital, where he died Sept. 24, 
aged 48, of multiple pulmonary and brain ab- 
scesses. 


Booth, Franklin H., Point Pleasant, N. ].; Columbia 
University College of Physicians and Surgeons, 
New York City, 1902; veteran of World War I; died 
Sept. 24, aged 81. 


Boyd, Frank, Paducah, Kv.; Rush Medical College, 
Chicago, 1889; an associate member of the Ameri- 
can Medical Association and served as a member 
of the House of Delegates in 1915; past-president 
of the Kentucky State Medical Association; fellow 
of the American College of Surgeons: veteran of 
the Spanish-American War; at one time county 
health officer; for many vears on the staff of the 
Illinois Central Hospital and the Riverside Hos- 
pital; died in the Western Baptist Hospital Sept. 
27, aged 90. 


Bruner, Henry Clay, Louisville, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1902; an associate 
member of the American Medical Asociation; for- 
merly associated with the Veterans Administration; 
died in the Kentucky Baptist Hospital Sept. 24, 
aged 79. 


Buchanan, Rogers Ross, Hannibal, Mo.; St. Louis 
College of Physicians and Surgeons, 1898; practiced 
in Philadelphia; died in the Levering Hospital 
Sept. 23, aged 8S. 


Chapman, William Herbert, Whitney, S. C.; Atlanta 
College of Physicians and Surgeons, 1906; served 
on the staff of the Mary Black Memorial Hospital 
in Spartanburg; died Sept. 24, aged 77, of Parkin- 
son's disease and pyelonephritis. 


Conway, John Michael, Spring Valley, Wis.; Uni- 
versity of Illinois College of Medicine, Chicago, 
1915; veteran of World War I; served on the school 
board and as health officer; died at his summer 
home on Lake Tainter, Menomonie, Sept. 22, aged 


68, of coronary heart disease. 


Crump, John Howard “ Long Beach, Calif.; New 
York Medical College and Flower Hospital, New 
York City, 1937; certified by the National Board 
of Medical Examiners; veteran of World War I; 
on the staffs of the Seaside Memorial, St. Mary’s, 
Long Beach General, and the Long Beach Com- 
munity hospitals; died May 2, aged 52. 
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Cuff, William Sherman, St. Paul; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1897; on the staff of the Riverview Memo- 
rial Hospital, where he died Sept. 25, aged 83, of 
pneumonia. 


Day, Kenneth Knowlton, Waterford, Conn.; Boston 
University School of Medicine, 1928; practiced in 
Malden, Mass.; member of the Massachusetts Medi- 
cal Society; fellow of the American Society of 
Anesthesiologists; veteran of World War II; served 
on the staff of the Malden (Mass.) Hospital and the 
Lawrence Memorial Hospital in London, Conn., 
where he died Sept. 29, aged 57, of coronary occlu- 
sion. 


Deemar, Paul Roscoe, Ford City, Pa.; Maryland 
Medical College, Baltimore, 1907; an associate 
member of the American Medical Association; 
veteran of World War I; died in the Butler County 
Memorial Hospital, Butler, Sept. 24, aged 77. 


Ding, George Harvey, Orleans, Mass.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1906; an associate member of the Ameri- 
can Medical Association; member of the Medical 
Society of the State of New York; formerly prac- 
ticed in Brooklyn, where he was on the staff of the 
Cumberland Street, Bay Ridge, and Methodist hos- 
pitals; died in Barnstable County Hospital in Cape 
Cod Oct. 7, aged 84, of arteriosclerosis and cerebro- 
vascular accident. 

Doll, Joseph Edwin, St. Louis; National University 
of Arts and Sciences Medical Department, St. 
Louis, 1912; died Oct. 1, aged 72, of arteriosclerosis. 
Drake, Eugene Henry “ Portland, Maine; Medical 
School of Maine, Portland, 1919; served on the 
taculty of his alma mater; specialist certified by the 
American Board of Internal Medicine; a director 
and past-president of the Maine Heart Association; 
past-president of the Maine Medical Association; 
fellow and at one time governor of the American 
College of Physicians; at one time city physician; 
veteran of World War LU, during which time he was 
chief consulting cardiologist for the Pacific Fleet, 
and winner of the Bronze Star for meritorious serv- 
ice aboard the hospital ship USS Solace in the 
Pacific; for many years associated with the Maine 
General Hospital, where he was chief of staff from 
1937 to 1948, and past-president of the staff; medi- 
cal consultant, Veterans Administration Hospital 
in Togus, Webber Hospital, Biddeford, Henrietta 
D. Goodall Hospital in Sanford, and Eastern Maine 
General Hospital in Bangor; instrumental in estab- 
lishing the Blue Shield in Maine; in 1951 the 
Portland Kiwanis Club gave him a plaque for dis- 
tinguished service; died in the Maine Medical Cen- 
ter Oct. 4, aged 66, of tetanus and diverticulitis. 


Duncan, B. W., Waldron, Ark. (licensed in Arkansas 
in 1903); died Sept. 19, aged 86, of cerebral throm- 


bosis. 
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Finney, Horace Maynard ® Chicago; Chicago 
Medical School, 1926; an employee of the Chicago 
Daily News; examining physician for Chicago 
Typographical Union number 16; died in the Illinois 
Masonic Hospital Oct. 8, aged 74, of pulmonary 
embolism. 


Glogowska, Jadwiga, Alton, IIl.; Uniwersytet Poz- 
nanski Wydzial Lekarski, Poznan, Poland, 1949; 
interned at the Evangelical Hospital and served a 
residency at the Cook County Hospital in Chicago; 
died in the Illinois Research Hospital, Chicago, 
Oct. 6, aged 35, of injuries received in an automo- 
bile accident in Madisonville, Ky. 


Grant, Hugh D., Bath, Maine; Maryland Medical 
College, Baltimore, 1904; past-president of the 
Maine Medical Association; served as city phy- 
sician; on the staff of the Bath Memorial Hospital; 
died Sept. 29, aged 87, of pneumonia. 


Guion, Clarence Child, New Rochelle, N. Y.; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1899; an associate member of the 
American Medical Association; past-president of 
the Westchester County Medical Society; for many 
years on the staff and on the medical board of the 
New Rochelle Hospital; formerly director of the 
First Westchester National Bank of New Rochelle 
and trustee of the People’s Bank for Savings; 
served as associate editor of Westchester Medical 
Bulletin; one of the founders and first president of 
the New Rochelle Professional Building, serving as 
member of its board of directors until] 1946; died 
Sept. 30, aged 82, of cerebral thrombosis. 


Hamilton, Charles H. © Vermont, Ill.; Eclectic 
Medical Institute, Cincinnati, 1894; died Sept. 25, 
aged 89. 


Harper, George Tinsley ® Dewey Rose, Ga.; Atlanta 
School of Medicine, 1910; on the staff of the El- 
berton-Elbert County Hospital in Elberton; died 
Sept. 29, aged 72, of coronary thrombosis. 


Hobbs, Louis Lyndon, Chapel Hill, N. C.; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1916; fellow of the American College of 
Surgeons; died Sept. 28, aged 75. 


Isenberg, Bertice Alvin ® Lohrville, Iowa; Kansas 
Medical College, Medical Department of Wash- 
burn College, Topeka, 1908; died in the Veterans 
Administration Hospital, Des Moines, Sept. 20, 
aged 76. 

Jewett, Earl Dayton, St. Paul, Ind.; Illinois Medical 
College, Chicago, 1904; veteran of World War 1, 
died Sept. 25, aged 78, of a heart attack. 

Kahlke, Charles Edwin ® Benton Harbor, Mich.; 
born in Rock Island, IIl., Jan. 13, 1870; the Hahne- 
mann Medical College and Hospital, Chicago, 
1894; at one time on the faculty of his alma mater; 
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specialist certified by the American Board of Sur- 
gery; fellow founder and life member of the Ameri- 
can College of Surgeons, of which he was for many 
years governor, and from 1918 to 1920 vice-presi- 
dent; served as a vice-president of the Institute of 
Medicine of Chicago; past-president of the Chicago 
Surgical Society; once served on the advisory com- 
mittee to the mayor of Chicago; veteran of World 
War I; honorary trustee of Chicago Wesley Memo- 
rial Hospital; for many years on the staffs of the 
Cook County Hospital and of the Chicago Memo- 
rial Hospital, where he was chief of staff; consul- 
tant at the Chicago Home for the Friendless; died 
Oct. 10, aged 88. 


Kass, Albert Joseph “ Chicago; Loyola University 
School of Medicine, Chicago, 1940; on the staff of 
St. Mary of Nazareth Hospital; died Oct. 11, aged 
44, of acute coronary occlusion and rheumatic heart 
disease. 


Keiller, Violet Hannah “ Houston, Texas; born in 
Edinburgh, Scotland, in 1887; University of Texas 
School of Medicine, Galveston, 1914; for many 
years served on the faculty of the Baylor University 
College of Medicine; at one time on the faculty of 
her alma mater; specialist certified by the American 
Board of Pathology; member of the American So- 
ciety of Clinical Pathologists; honorary member of 
staff at Hermann Hospital, where she was head ot 
pathology from 1927 to 1951; the association of 
former interns and residents at Hermann Hospital 
donated a picture of her which now hangs in the 
hospital, and they established the Violet H. Keiller 
Award in her honor; under the fund, a scholarship 
is awarded each year to an outstanding resident; 
consultant at M. D. Anderson Hospital and Tumor 
Institute; died Sept. 24. aged 70, of coronary dis- 
ease. 

Kelso, John Calvin, Canonsburg, Pa.; University of 
Southern California School of Medicine, Los An- 
geles, 1900; an associate member of the American 
Medical Association; past-president of the Wash- 
ington County Medical Society; physician for the 
Canonsburg School System for 19 years; veteran of 
World War I; on the staff of the Canonsburg Gen- 
eral Hospital, where he died Sept. 22, aged 82. 
Kitlowski, Henry, Pittsburgh; University of Pitts- 
burgh School of Medicine, 1926; specialist certified 
by the American Board of Otolaryngology; fellow 
of the American College of Surgeons; member of 
the Medical Society of the State of Pennsylvania; 
on the staffs of the St. Francis, Eve and Ear, and 
Children’s hospitals; died Sept. 17, aged 60, of 
coronary occlusion. 

Knope, J. Colman ™ Rochester, N. Y.; University 
of Buffalo School of Medicine, 1938; veteran of 
World War II; on the staffs of the Park Avenue 
Hospital and the Highland Hospital, where he died 
Sept. 30, aged 51, of myocardial infarction. 
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Lease, Raymond Essex “) Oyster Bay, N. Y.; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1920; specialist certified by the 
American Board of Internal Medicine; fellow of 
the American College of Physicians; served as 
police surgeon for the Nassau County Police De- 
partment, a school physician, and health officer of 
the town of Oyster Bay; on the consulting staff at 
Meadowbrook Hospital in Hempstead, where he 
was a member of the board of managers: on the 
consulting staff of the Community Hospital in Glen 
Cove, where he died Oct. 1, aged 63. 


Lemere, Henry Bassett, Laguna Beach, Calit.; born 
in Manchester, England, Feb. 1, 1872; University 
of Nebraska College of Medicine, Omaha, 1898: 
member of the faculty of his alma mater from 1900 
to 1930, at which time he was head of the depart- 
ment of otolaryngology; specialist certified by the 
American Board of Ophthalmology and the Ameri 
can Board of Otolaryngology; an associate member 
of the American Medical Association; a lite fellow 
of the American Academy of Ophthalmology and 
Otolaryngology; a senior member of the American 
Laryngological, Rhinological and Otological So- 
ciety and was a contributor to their transactions; in 
1936 organized the Beverly Hills Academy of Medi- 
cine and was its first president; during World War | 
ophthalmologist to U. S. Army Base Hospital 69 
and served in this country and France in 1918-1919. 
consultant in ophthalmology to U.S. Army Hospital 
Center at Mesves, France; on the staff of Cedars of 
Lebanon Hospital in Los Angeles; died Oct. 6, aged 
86, of arteriosclerotic heart disease. 


Lytle, Ralph McKay, State Park, S. C.; Jefferson 
Medical College of Philadelphia, 1912; an associate 
member of the American Medical Association: 
served on the staff of the South Carolina Sanato- 
rium; veteran of World War I; died in Columbia 
Hospital Sept. 27, aged 72, of perforated aneurysm 
in descending aorta. 


MacKillop, Daniel “ Cambridge, Mass.; Baltimore 
Medical College, 1902; associated with Mount Au- 
burn and Holy Ghost hospitals; died Sept. 28, aged 
82, of cerebral thrombosis. 


Maroney, Frederick William, Brooklyn, Tufts Col- 
lege Medical School, Boston, 1918; served for 10 
vears as associate professor of health and physical 
education at Teachers College, Columbia Univer- 
sity in New York City; joined the Brooklyn College 
staff in 1941 and was made chairman of the depart- 
ment of health and physical education, named dean 
of students in 1944, and retired ten vears later; died 
in the Peck Memorial Hospital Oct. 4, aged 74. 

McKay, William H., Lackawaxen, Pa.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., 
Canada, 1908; died in the Wayne County Memo- 
rial Hospital, Honesdale, Sept. 25, aged 73, of 
cardiac decompensation. 
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Miller, Luther Edwin, Newton, Miss.; Vanderbilt 
University School of Medicine, Nashville, Tenn.. 
1954; service member of the American Medical 
Association; interned at the Greenville (S. C.) Hos- 
pital; for two years served with the U. S. Air Force 
Reserve at Waco, Texas; on the staff of Newton 
Hospital, where he died Sept. 29, aged 30, of rup- 
ture of the aorta. 


Morse, George, Ludlow, Mo.; Eclectic Medical In- 
stitute, Cincinnati, 1902; died in the Chillicothe 
(Mo.) Municipal Hospital Oct. 4, aged 87. 


Mull, Joseph Harry ® Rome, Ga.; Medical Depart- 
ment of Emory University, Atlanta, 1916; fellow of 
the American College of Surgeons; past-president 
of the Floyd County Medical Society; on the staff 
of the Floyd Hospital and the McCall Hospital, 
where he died Sept. 21, aged 67, of myocardial 


infarction. 


Norris, Julia Anna, Minneapolis; Northwestern Uni- 
versity Woman's Medical School, Chicago, 1900; 
retired director of the department of physical edu- 
cation for women at the University of Minnesota; 
died Sept. 18, aged 83, of myocardial infarction, 
arteriosclerosis, and hypertension. 


Novak, Eduard, Baltimore; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1917; member 
of the Medical and Chirurgical Faculty of Mary- 
land; on the staff of the Bon Secours Hospital, 
where he died Oct. 6, aged 68, of hypertensive 


cardiovascular disease. 


Painter, Thomas Edgar “® Radford, Va.; Medical 
College of Virginia, Richmond, 1931; member of 
the American Psychiatric Association; veteran of 
World War II; associated with the St. Albans Sana- 
torium; served as assistant physician and clinical 
director at the Eastern State Hospital in Williams- 
burg; formerly on the staff of the Westbrook Sana- 
torium in Richmond; died in the University of Vir- 
ginia Hospital, Charlottesville, Sept. 21, aged 54, 
of carcinoma of the parotid gland. 


Parker, Charles Edward, Corpus Christi, Texas; St. 
Louis College of Physicians and Surgeons, 1906; 
veteran of World War |; died Sept. 18, aged 76. 


Pater, Joseph Louis Anthony “ Hamilton, Ohio; 
St. Louis University School of Medicine, 1930, 
veteran of World War II; on the staffs of the Fort 
Hamilton Hospital and the Mercy Hospital, where 
he died Sept. 30, aged 52, of cancer. 


Patterson, Charles Luther, Westside, lowa; Rush 
Medical College, Chicago, 1899; veteran of World 
War I and the Spanish-American War; died in the 
Veterans Administration Hospital, Omaha, Sept. 
14, aged 89. 
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Petersen, Arthur Berg ® Spokane, Wash.; Univer- 
sity of Oregon Medical School, Portland, 1947; spe- 
cialist certified by the American Board of Internal 
Medicine; after an internship at the Wesley Me- 
morial Hospital in Chicago, served a fellowship 
at the Mayo Clinic in Rochester, Minn.; captain in 
the Medical Corps, U. S$. Air Force, during World 
War II and from 1951 to 1953; on the staff of the 
Sacred Heart Hospital; died in Seattle Sept. 5, 


aged 37. 


Phillips, Edward Milliken “ Wheeling, W. Va. 
Jefferson Medical College of Philadelphia, 1911; 
member of the Southeastern Surgical Congress and 
the American Association of Railway Surgeons; 
tellow of the American College of Surgeons; on the 
staffs of the Wheeling and Ohio Valley General 
hospitals; died Sept. 18. aged 72, of coronary 
sclerosis. 


Pittenger, Earle Alexander “ Aberdeen, S. D.: 
Rush Medical College, Chicago, 1920; fellow of the 
American College of Surgeons; past-president and 
formerly councilor of the South Dakota State Medi- 
cal Association; served as member of the city board 
of health; division surgeon for the Milwaukee Rail- 
road; on the staff of St. Luke’s Hospital; died in 
Rochester, Minn., Sept. 24, aged 66. of aortic 
stenosis and diabetes mellitus. 


Powers, Earl Jennings Winston-Salem, N. C.:; 
University of Cincinnati College of Medicine, 1932: 
fellow of the International College of Surgeons; on 
the staffs of the City Memorial and Kate Bitting 
Reynolds Memorial hospitals; died Sept. 21, aged 
53, of cerebral thrombosis. 


Potter, Henry Bertram “ Wakefield, R. 1; Univer- 
sity of Pennsylvania Department of Medicine, 
Philadelphia, 1899; before the United States en- 
tered World War I, went to France with the 
Harvard University Surgical Unit and became a 
captain in the Royal Army Medical Corps; received 
a citation from the King of England; for many 
vears college physician for Rhode Island State Col- 
lege; senior surgeon on the staff of South County 
Hospital, where he died Sept. 15, aged 82, of 
embolism following a prostatectomy. 


Rahming, Harry Ellsworth Denver; University 
of Colorado School of Medicine, Denver, 1953; in- 
terned at St. Luke’s Hospital; served a residency at 
Veterans Administration Hospital; associated with 
the Children’s Hospital; served in the medical corps 
of the U. S. Army Reserve; died Sept. 14, aged 30, 
of cyanide poisoning, self-administered. 


Reese, John Davies ® Philadelphia; Jefferson Medi- 
cal College of Philadelphia, 1925; clinical professor 
of plastic and reconstructive surgery at his alma 
mater; specialist certified by the American Board 
of Plastic Surgery; member of the American Asso- 
ciation of Plastic Surgeons and the American So- 
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ciety of Plastic and Reconstructive Surgery; chief 
plastic surgeon, Philadelphia General Hospital; 
consultant in plastic surgery at Montgomery Hos- 
pital in Norristown, Quakertown (Pa.) Community 
Hospital, and Veterans Administration Hospital; on 
the staff of the Jefferson Hospital, where he died 
Oct. 7, aged 65. 


Rumore, Samuel Charles ® Coral Gables, Fla.; 
Regia Universita di Napoli Facolta di Medicina e 
Chirurgia, Italy, 1928; member of the Medical So- 
ciety of the State of New York; formerly practiced 
in Brooklyn, where he was on the staffs of the 
Prospect Heights and Cumberland hospitals; died 
Sept. 22, aged 58, of acute coronary thrombosis and 
congestive heart failure. 


Sanders, Matthew J., Lawton, Okla.; College of 
Physicians and Surgeons, Dallas, Texas, 1906; died 
Sept. 13, aged 74. 


Shepard, Charles Angell ® Major, U. S. Army, re- 
tired, Denver; University of Buffalo School of 
Medicine, 1896; veteran of World War I, entered 
the medical corps of the U. $. Army in 1920 and 
retired May 31, 1934; died in the Veterans Admin- 
istration Hospital Sept. 16, aged 86, of cerebral 
thrombosis. 


Shoemaker, J. Donald, Mount Olive, Ill.; Chicago 
Medica! School, 1947; died in the Community 
Memorial Hospital, Staunton, Sept. 23, aged 50. 


Siegel, Morton Thelman “ West Covina, Calif.; 
Ohio State University College of Medicine, Colum- 
bus, 1951; certified by the National Board of Medi- 
cal Examiners; specialist certified by the American 
Board of Ophthalmology; veteran of World War II; 
interned at the Los Angeles County Hospital in 
Los Angeles, where he served a residency; died 
Sept. 15, aged 36. 


Silverman, Eli, Boston; St. Louis College of Physi- 
cians and Surgeons, 1926; Middlesex College of 
Medicine and Surgery, Waltham, Mass., 1930; on 
the staffs of the Peter Bent Brigham Hospital and 
the Boston City Hospital; died Sept. 16, aged 66. 


Smith, J. Harvey, Miami, Fla.; Meharry Medical 
College, Nashville, Tenn., 1905; died Sept. 16, 
aged 69. 


Smith, Wilbur Forrest ™ Indianapolis; Indiana 
University School of Medicine, Indianapolis, 1921; 
member of the American Academy of General 
Practice and the Aero Medical Association; veteran 
of World War I and in World War II served for 
two years as chief of the Civil Aeronautics Admin- 
istration medical standards board in Washington, 
D. C.; for many years chief examiner for the Civil 
Aeronautics Commission of Indiana; on the staff 
of the Methodist Hospital; died in the Whitley 
County Memorial Hospital, Columbia City, Sept. 
10, aged 68, of bleeding duodenal ulcer. 


Smith, William L., Denison, Texas; New York 
Homeopathic Medical College and Hospital, New 
York City, 1891; died Sept. 22, aged 90. 


Southworth, Franklin Chester Jr., Framingham, 
Mass.; Harvard Medical School, Boston, 1924; spe- 
cialist certified by the American Board of Psychi- 
atry and Neurology; certified by the National Board 
of Medical Examiners; served on the faculty of the 
University of Buffalo School of Medicine; veteran 
of World War II; in 1926 appointed medical super- 
intendent of the Woodside Cottages; formerly on 
the staffs of the Millard Fillmore and the Veterans 
Administration hospitals in Buffalo; on the consult- 
ing staff, Framingham Union Hospital, where he 
died Sept. 18, aged 60. 


Spencer, Harry Dee, Idaho Falls, Idaho; State Uni- 
versity of lowa College of Medicine, lowa City, 
1897; fellow of the American College of Surgeons; 
past-president of the Idaho State Medical Associa- 
tion; veteran of World War 1; on the staffs of the 
Idaho Falls Latter-Day Saints’ Hospital and the 
Sacred Heart Hospital; died Sept. 17, aged 83, of 
pulmonary embolism following an automobile 
accident. 


Sprunk, John Paul, Detroit; Detroit College of 
Medicine and Surgery, 1920; on the staff of the 
Grace Hospital; died Sept. 8, aged 76, of a cere- 
brovascular accident. 


Stanley, J. Zeph ® Carmi, IIl.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1910; veteran of the 
Spanish-American War; on the staff of the Carmi 
Township Hospital; died in the Deaconess Hospi- 
tal, Evansville, Ind., Sept. 15, aged 76, of coronary 
occlusion. 


Strother, Edwin Bower ® Dallas, Texas; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1901; served on the staff of the Meth- 
odist Hospital; died Sept. 13, aged 84, of arterio- 
sclerotic heart disease. 


Tait, Edwin Forbes © Norristown, Pa.; born in 
Philadelphia Aug. 25, 1894; University of Minne- 
sota Medical School, Minneapolis, 1940; associate 
professor of ophthalmology at Temple University 
School of Medicine, Philadelphia; specialist certi- 
fied by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmol- 
ogy and Otolaryngology, Philadelphia College of 
Physicians, Association for Research in Ophthalmol- 
ogy, and the Pan-American Association of Ophthal- 
mology; chairman, conservation of vision commit- 
tee, Pennsylvania Academy of Ophthalmology; a 
vice-president and chairman of the economics com- 
mittee, Medical Society of the State of Pennsyl- 
vania; fellow of the American College of Surgeons; 
co-founder of the National Medical Foundation 


4 
hs 
i 
‘a 


Vol. 168, No. 14 


for Eye Care; author of “Textbook of Refraction”: 
served on the staff of the Temple University Hos- 
pital in Philadelphia; consultant, North Penn Hos- 
pital in Lansdale; chief of the eye clinic of Mont- 
gomery Hospital, where he died Sept. 23, aged 
64, of arteriosclerotic heart disease. 


Takacs, Henry, Miami, Fla.; University of Michi- 
gan Medical School, Ann Arbor, 1920; died Sept. 
16, aged 71, of cancer of the colon. 


Thomas, Francis Xavier “ Feasterville, Pa.; Jeffer- 
son Medical College of Philadelphia, 1947; served 
on the staff of the Burlington County Hospital in 
Mount Holly; died Sept. 28, aged 41, in an auto- 
mobile accident. 


Vining, Harriet Augusta, Hastings, Mich.; Univer- 
sity of Michigan Homeopathic Medical School, Ann 
Arbor, 1890; died July 12, aged 89, of a cerebral 
vascular accident and cardiac decompensation. 


Voskuil, Anthony ™ Santa Barbara, Calif.; Mil- 
waukee Medical College, 1907; formerly practiced 
in Cedar Grove, Wis., where he was health officer; 
died Sept. 15, aged 81, of cerebral thrombosis. 


Weber, Harry Matthew ™ Rochester, Minn.; born 
in Lewistown, Mont., June 30, 1899; University of 
Minnesota Medical School, Minneapolis, 1926; in- 
terned at St. Joseph’s and Ancker hospitals in St. 
Paul; entered the Mayo Foundation as a fellow in 
radiology in January, 1927; in October, 1931, be- 
came a member of the staff of the clinic as a con- 
sultant in roentgenologic diagnosis and in july, 
1951, became head of the section of diagnostic 
roentgenology; appointed an instructor in radiology 
in the Mayo Foundation, Graduate School, Univer- 
sity of Minnesota in 1932, and was advanced to 
professor in 1954; since 1935 a member of the medi- 
cal corps of the U. S. Naval Reserve and was as- 
signed to active duty in the grade of lieutenant 
commander, on Dec. 26, 1941, at the Naval Hos- 
pital in Corona, Calif.; released to civilian life on 
Aug. 12, 1942; specialist certified by the Ameri- 
can Board of Radiology; vice-chairman of the 
Section on Radiology of the American Medical 
Association from 1947 to 1949; president of the 
Minnesota Radiological Society in 1940 and_ the 
American Roentgen Ray Society, 1953-1954; fellow 
of the American College of Radiology and consul- 
tant to the committee on x-ray department plan- 
ning in 1951; member of the Radiological Society of 
North America, American Gastroenterological As- 
sociation, Sigma Chi, and Phi Rho Sigma; honorary 
member of the Detroit Roentgen Ray Society, the 
St. Louis Medical Society, and the Society of Radi- 
ology and Physical Therapy of Havana, Cuba; in 
1937 received the first award for his exhibit at the 
Fifth International Congress of Radiology; gave 
the Fred Hodges Memorial Lecture at the Univer- 
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sity of Michigan in 1958; on the staffs of the 
Rochester Methodist Hospital and the St. Mary's 
Hospital, where he died Oct. 4, aged 59, of a heart 
attack. 


Williamson, Gladys Richarda ® New Orleans; Uni- 
versity of Edinburgh Faculty of Medicine, Scotland, 
1916; formerly on the faculty of Tulane University 
School of Medicine; member of the American 
Academy of Pediatrics; fellow of the American 
College of Physicians; chief of pediatrics at Sara 
Mayo Hospital; on the staffs of the Southern Bap- 
tist, Sara Mayo and Charity hospitals; died Sept. 
19, aged 69. 


Willoughby, Gordon Leslie “ Flint, Mich.; Univer- 
sity of Manitoba Faculty of Medicine, Winnipeg, 
Man., Canada, 1926; veteran of World War II; 
member of the Flint Academy of Surgery; on the 
staffs of Hurley, McLaren, and St. Joseph hospitals: 
died Sept. 24, aged 58, of heart disease. 


Wilson, George Hancock, Lexington, Ky.; born in 
1884; University of Michigan Department of Medi- 
cine and Surgery, Ann Arbor, 1910; specialist cer- 
tified by the American Board of Internal Medicine: 
fellow of the American College of Physicians; past- 
president of the Fayette County Medical Society; 
veteran of World War I; for many years a member 
of the executive board of the Alumni Association of 
the University of Kentucky and served two terms 
as president of the association; served as a member 
of the board of trustees of the University of Ken- 
tucky; for many years medical director of the Lex- 
ington city schools; on the staffs of the St. Joseph's, 
Good Samaritan, and Central Baptist hospitals; died 
Sept. 26, aged 74, of coronary thrombosis. 


Wilson, Marion Childress, Miami, Fla.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1912; an associate member of the American Medi- 
cal Association; specialist certified by the American 
Board of Obstetrics and Gynecology; veteran of 
World War I; at one time a medical missionary in 
Turkey; founder and first president of the Miami 
Obstetrics and Gynecology Society; on the staffs 
of James M. Jackson Memorial and St. Francis hos- 
pitals in Miami Beach; died Sept. 13, aged 72, of 
chronic myocarditis. 


Wyche, George Griffin Jr. © Alice, Texas; Temple 
University School of Medicine, Philadelphia, 1943; 
past-president of the Brooks—Duval-Jim Wells 
Counties Medical Society; member of the American 
Academy of General Practice; veteran of World 
War II; staff member of the Physicians and Sur- 
geons Hospital; aged 40, instantly killed in a pri- 
vate plane crash Sept. 9. 


Young, Roy Lowry ® Warren, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1905; past-president of 
the Warren County Medical Society; veteran of 
World War I; died Sept. 11, aged 78, of cancer. 
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AUSTRIA 


Cortisone for Malignant Hemoblastoses.—At the 
meeting of the Society of Physicians in Vienna on 
Oct. 10, Dr. A. Stacher reported on 11 patients with 
malignant hemoblastoses who were given 250 to 
500 mg. of prednisolone by mouth daily for 10 days. 
This treatment with large doses showed no ad- 
vantage over the therapy with small doses (30 to 
50 mg. daily in four patients with acute granulo- 
cytic leukemia ). Five patients with lymphogranulo- 
mas had excellent remissions which lasted two or 
three months. One patient with lymphosarcoma 
showed good subjective improvement, while the 
mediastinal tumor receded only very slowly. No 
objective improvement could be achieved in a pa- 
tient with carcinoma of the thymus. Side-effects, 
particularly concerning coagulation, in seven pa- 
tients who had thrombopenia with hemorrhagic 
diatheses were observed. In one patient with acute 
leukosis a gastric ulcer developed. This was con- 
trolled with antacids. Since the cost of this therapy 
is very high, it should be used only if strongly 
indicated. 


Marrow Biopsy.—At the same meeting, Drs. R. P. 
K6nigstein and G. Mihr described a method that 
facilitates the histological examination of marrow 
specimens obtained by sternal puncture. They mix 
2 or 3 ce. of the aspirate with about the double 
quantity of isotonic sodium citrate solution then 
centrifuge. A top layer consists of tissue particles, 
the middle layer of serum and citrate, and the bot- 
tom layer of blood corpuscles. The large amount of 
fat contained in the medullary tissue is responsible 
for this behavior. Only if there is a small amount 
of fat or none at all in the medullary tissue can 
tissue fragments be found in the bottom layer with 
the corpuscles. These tissue fragments can be iso- 
lated by suspending them again in physiological 
sodium chloride solution and by repeated centrif- 
ugation. The histological work is carried out ac- 
cording to the ususal paraffin method. The occur- 
rence of metastatic tumor and hyperplasia of the 
reticulohistiocytary system or of the lymphatic 
system in selected cases produces characteristic 
histological findings. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


CANADA 


Coxsackie Infection.—In a fairly well detached sub- 
urb of recent development, east of Toronto, an epi- 
demic of an illness with fever, malaise, and sore 
throat attacked about 60 persons in the summer of 
1957. A group from the Toronto School of Hygiene 
(Canad. M. A. J., 79:615, 1958) recovered a virus 
having the characteristics of group A Coxsackie vi- 
rus from 22 of 31 patients tested. The patients had 
distinctive ulcers in mouth and throat, and a bullous 
eruption arising from a macular exanthem. This 
condition is considered to represent a new clinical 
syndrome. Of affected households, 52% of the mem- 
bers became ill, but the illness was mild. Children 
were particularly prone to infection. In three pa- 
tients further confirmation of the theory that this 
was a new type of Coxsackie infection was obtained 
by the demonstration of a specific antibody re- 
sponse to the related Coxsackie virus A type 16. 


Myocarditis due to Sulfonamide Therapy.—Three 
veterans treated in Sunnybrook Hospital, Toronto, 
were found at autopsy to have signs of a peculiar 
acute interstitial myocarditis of a type seen in drug- 
induced hypersensitivity reactions. There was a 
characteristic accumulation of inflammatory cells 
throughout the heart muscle, with histiocytes and 
eosinophils predominating, and a certain predilec- 
tion for perivascular areas. In two patients lesions 
were so severe as to be presumed the cause of 
death. Each of the patients had recently received 
the relatively new sulfonamide, sulfamethoxypyri- 
dazine, for a urinary infection. Blanchard and Mer- 
tens (Canad. M. A. J., 79:627, 1958) suggested that 
this drug was responsible for these unusual changes. 
All three cases occurred within a relatively short 
time, and similar heart lesions had not been seen 
previously at this hospital. 


Rehabilitation.—In a monograph, E. A. Dunlop, sec- 
retary of the Canadian Arthritis and Rheumatism 
Society, outlined a proposed plan for national action 
in the field of rehabilitation. He stated that rehabil- 
itation is a social service which more than repays its 
cost through additional tax revenue over and above 
savings in public assistance and disability allow- 
ances. Certain favored classes of the disabled such 
as the blind, the veterans, and the injured workmen, 
have a comprehensive rehabilitation service while 
others have none. The author pleads that no social 
justification can be found for thus dividing the dis- 
abled into two classes. Like education, rehabilita- 
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tion should include all the population concerned. 
Moreover, the voluntary agencies cannot be ex- 
pected to cope with this huge task. The federal 
government should move into this field. Mr. Dunlop 
found three reasons why a nationwide policy has 
not been developed: 1. There is lack of assurance 
that federal grants will continue to match provin- 
cial expenditures. 2. There is a lack of clearcut fed- 
eral policy. 3. Administrative responsibility in the 
federal government is divided between four or five 
separate divisions of two government departments. 
He urges the passing of a Disabled Persons Rehabil- 
itation Act by the federal government, as a founda- 
tion on which a comprehensive nationwide program 
can be erected. 


Influenza.—The Dominion Bureau of Statistics is- 
sued some information on the characteristics and 
trends of the influenza epidemic in Canada in 1957, 


in a monograph entitled “Influenza in Canada.” 


The spread of the disease was peculiar in that it hit 
two central provinces (Ontario and Quebec ) first, 
appeared on both the west and the east coasts three 
or four weeks later, and then invaded such inter- 
vening areas as Alberta last. This differs from the 
pattern in 1951, when the illness appeared practi- 
cally simultaneously in all 10 provinces. The epi- 
demic lagged behind the similar epidemic in the 
United States whence it presumably arrived, though 
once established in Canada it soon ran its course. 
lasting roughly three months from the beginning of 
September, 1957, to the end of November, with a 
peak during the second and third weeks of October 
(a week or two before the peak was reached in the 
United States). The incidence among civil servants 
varied from a high of 1,632 in Montreal to a low of 
723 in Winnipeg. It is estimated that three million 
Canadians (18% of the population) were affected; 
children were particularly involved, and there was 
up to 90% involvement in Indian reservations and 
in some northern settlements. 


Hemolytic Disease of the Newborn.—Thanks to the 
initiative of the Ontario Medical Association, later 
backed up by the provincial department of health 
and the Junior Red Cross, the province of Ontario 
now has an organized program for dealing with 
cases of hemolytic disease of the newborn. This 
program is described in a brochure prepared by the 
Committee on Child Welfare of the Ontario Medical 
Association. Briefly the scheme is as follows: a phy- 
sician may have Rh screening of his pregnant pa- 
tients made at one of several laboratories attached 
to treatment center hospitals, at laboratories of the 
Ontario Department of Health, or at Canadian Red 
Cross Transfusion laboratories. For follow-up titra- 
tions of antibodies in patients in whom these are 
discovered, a number of treatment center hospital 
laboratories are available, as well as the Red Cross 
laboratories and certain health department facilities. 
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There are also five reference laboratories for eluci- 
dation of difficult cases, for personnel training in 
technique, and for general consultation. If possible, 
the Rh-sensitized mother will be delivered in a 
treatment center hospital, which is equipped and 
staffed to give postnatal care. If the procedure out- 
lined is followed by all Ontario physicians, it could 
reduce the mortality from hemolytic disease of the 
newborn to 5% or less and could obviate most or 
even all of th ecomplications. 


DENMARK 


Danish Medical Association.—From time to time the 
Central Committee of the Danish Medical Associa- 
tion tells its members how it serves them. The 
latest of these accounts (Ugeskrift for lager, Sept. 
4, 1958) shows how often requests for help have to 
be refused because they are outside the purview 
of the Association. For example, one of its func- 
tions is to help draw up contracts between physi- 
cians with a view to avoiding forensic loopholes, 
but when such help is not requested, and a con- 
tract has been challenged, the Association is under 
no obligation to mend matters. Its self-imposed 
duties are great and varied, with its function as 
buffer between the health insurance authorities 
and individual members of the medical profession 
taking much of its time. These authorities may 
complain that certain physicians are too liberal in 
their prescription of expensive foreign drugs when 
Danish alternatives are much cheaper. In this re- 
spect some districts are distinguished by clusters of 
physicians who with few exceptions are profligate 
with expensive prescriptions. 

The Association has also to advise on the merits 
of new drugs. In the past year 174 such applications 
were made to the Association. It also is responsible 
for the qualifications of chiropodists, 33 of whom 
were authorized by it to act as such in the past 
vear. A comparatively new function of the Associa- 
tion is to grant certificates of proficiency to physi- 
cian’s secretaries. This highly specialized service, 
requiring a happy blend of office routine and medi- 
cal problems, has not hitherto been given the appre- 
ciative recognition it deserved, and in January, 
1958, the first applications for such certificates were 
received. Most of the 274 applicants were already 
occupied in this service, but in many of these cases 
supplementary training was required before the 
certificate could be conferred. 


Tetanus Antitoxin.—Between Oct. 1, 1955, and 
Sept. 30, 1956, the Sundby Hospital emergency 
service dealt with 14,702 accident cases in 1,656 of 
which prophylactic injections of tetanus antitoxin 
were indicated and in 1,343 of which they were 
given. To ascertain how these 1,343 had reacted, 
Samso6e-Jensen and Zachau-Christiansen (Ugeskrift 
for lager, Sept. 11, 1958) sent a questionnaire to 
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each of them about a year later, soliciting informa- 
tion on such subjects as side-effects or complica- 
tions, time and duration, incapacity for work, and 
whether they had or had not been given such 
prophylactic treatment previously. Only 70 failed 
to answer. Only 64 of the 1,273 who answered had 
experienced side-effects, which in 20 cases could be 
described as serum sickness. A reaction at the site 
of the injection was in some presumably of an 
allergic character. Other reactions were urticaria, 
adenitis, or articular symptoms. In only three pa- 
tients were the side-effects prolonged. More than 
33% of those given tetanus antitoxin had received 
similar treatment earlier, some several times, so the 
risk of serum sickness on this account was slight. 


Health of Denmark.—A comparison of the behavior 
of the reportable diseases in 1956 and 1957, re- 
spectively, by Dreyer and Frandsen (Ugeskrift for 
lager, Sept. 18, 1958) showed how greatly some of 
them fluctuated from one year to the next. This 
wis notably the case with influenza, whose inci- 
dence was 5 times greater in 1957 than in 1956, 
while its case fatality rate was 10 times higher. 
This may partly explain why the total death-rate 
rose from 8.9 per 1.900 in 1956 to 9.3 in 1957. In 
this vear the deaths from all forms of tuberculosis 
fell to 4.4 per 100,000, more than trebling the num- 
ber of deaths from traffic accidents. In the same 
veiw malignant disease plus arteriosclerosis and 
degenerative disease of the heart accovnted for 
46% of all the deaths. Accidents accounted for 
4.8% of all the deaths in 1957. Since 1954 the re- 
ports of gonorrhea showed a slight tendency to fall, 
but there were still 7447 reported cases in 1957. 
The reports of acquired syphilis fell from 104 in 
1956 to 48 in 1957. Between the same vears the 
reports of acute poliomyelitis fell from 191 to 26, 
only 10 which were paralytic. Diphtheria seems to 
have been wiped out, temporarily at any rate, for 
not a single case was reported in 1956 or 1957. 


Frequency of Thromboembolic Lung Lesions.—In- 
vestigations into the frequency of thromboembolic 
lung lesions in adults examined post mortem have 
vielded divergent findings, with about 10% re- 
corded by T. H. Belt in 1934, and 23% by T. J. 
Moran in 1947. In Nordisk medicin for Oct. 2, Bang 
and co-workers published their findings, which con- 
cerned postmortem examinations in 1954 and 1955 
on 1,788 patients over the age of 15. In 271 cases 
(15%), thrombi, emboli, or infarctions were found. 
In only 16% of these cases had this condition been 
diagnosed during life, and the failure to do so was 
particularly noticeable in the case of elderly, de- 
crepit patients. A scrutiny of the clinical record of 
each of these patients led to the conclusion that the 
lung lesions would not have been so often over- 
looked had they been kept in mind when tachycar- 
dia came on suddenly with increasing cardiac in- 
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sufficiency and an inexplicable rise of temperature 
not responding to antibiotics. The antemortem rate 
of correct diagnoses was highest for the 84 patients 
in whom the course of events had been rapid, with 
less than 24 hours between the onset of symptoms 
and death. 


Cough Syncopy.—At a meeting of the Danish So- 
ciety for Internal Medicine (reported in Nordisk 
medicin for Oct. 2) several speakers discussed the 
importance to traffic accidents of cough syncopy. 
Four such cases were recently dealt with by an 
invalid board in one year. In the case mentioned by 
Dr. M. Schwartz the patient was a 45-year-old pro- 
fessional chauffeur. This mishap overtook him on 
three occasions while driving, and during one of 
them he drove into a house. His license to drive 
had to be cancelled. Another speaker who referred 
to four similar cases with patients aged 45, 49, 60, 
and 62, respectively, pleaded for a more critical 
medical examination of prospective drivers. He 
wished to extend it not only to possession of the 
main senses and general mobility, but also to free- 
dom from brief lapses of censciousness while the 
driver is at the wheel. Derbes and Kerr in an earlier 
monograph showed that the victims of this condi- 
tion were nearly always men between the ages of 
40 and 70, suffering from chronic asthma, bron- 
chitis, and emphysema. They were also often heavy 
men addicted to tobacco, 


INDIA 


Determination of Sex.—Gadgil and Deodhar (In- 
dian J. M. Se. 12:6 [June] 1958) stated that the 
presence or absence of a specific chromatic mass 
in the nuclei of somatic cells can be used to deter- 
mine the sex of an individual. This mass has been 
called nucleolar satellite when found in nerve cells 
and sex chromatin in other somatic cells. The au- 
thors studied smears from different tissue fluids with 
a view to determine sex from examination of the 
cells and their nuclei. Thus smears of buccal mucosa 
were collected from 100 males and 100 females of 
ages ranging from 10 to 50 years; 95 smears from 
amniotic fluid obtained by puncture just before de- 
livery were also similarly studied, and routine blood 
films from 150 persons with normal total and differ- 
ential leukocyte counts were prepared. The oral 
smears showed two types of cells—large with py- 
knotic nuclei and smaller with vesicular nuclei. The 
latter were examined for the presence or absence 
of sex chromatin mass. In all males the chromatin 
was in the form of small particles of irregular size 
distributed evenly in the protoplasm with a pre- 
dilection for nuclear membrane; in females the 
typical feature of the nucleus was the presence of 
a distinctly hyperchromatic mass planoconvex in 
shape. 
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The amniotic fluid smears showed three types 
of cells—very large with pyknotic nuclei in differ- 
ent stages of degeneration, basal cells, and pre- 
cornified cells. The chromatin mass in the latter two 
types of cells from female infants was at the nuclear 
membrane in most of the cells. The nucleus of the 
polymorphonuclear cells in blood smears showed 
the typical appendage or drumstick in females in 
97% of cases. Smear examination of blood helped 
to arrive at a correct diagnosis of sex in all the 100 
smears studied from males, while the diagnosis was 
missed in 3 of the 100 females. The study of smears 
from oral mucosa and the blood could easily be 
used as a routine procedure. The results of exam- 
ination of oral smears were more accurate than the 
study of polymorphonuclear cells from blood 
smears. Although amniotic fluid smears gave accu- 
rate results, the procedure of obtaining the fluid at 
an early stage is not without risk both to the mother 
and to the fetus. 


Treatment of Tetanus.—Patel and Joag (Indian J. 
Med. Sc. 12:6 [June] 1958) stated that the value of 
antitetanus serum in the treatment of tetanus has 
been established conclusively by animal experi- 
ments. There are, however, variable opinions re- 
garding the effective dose. The authors studied a 
series of patients treated with varving doses of the 
serum. Thus, 816 patients were given a total dose 
of 240,000 units of antitetanus serum, 243 received 
120,000 units, and another 243 were given 60,000 
units. The difference in results in the three groups 
was not significant enough to show any correlation 
between mortality and dose level. Thus, results with 
60,000 units were as good as those with 240,000 
units. Even the percentage of deaths occurring after 
48 hours was the same in the three groups. The ad- 
vantages of using a smaller dose, besides being 
less costly, were that there was less pain at the in- 
jection site and the chances of abscess formation 
were reduced. 


Treatment of Cancer.—There are 40 hospitals in 
India with the latest equipment for the treatment 
of cancer. The steps taken by the government for 
checking the spread of cancer included (1) the 
establishment of the Indian Cancer Research Cen- 
ter in Bombay in 1952 for postgraduate teaching 
and for research in cancer and allied subjects, (2) 
taking over by the government of the Chittaranjan 
National Cancer Research Center, Calcutta, in 
1957, (3) grants-in-aid to five institutions treating 
cancer, (4) taking over by the government in 1957 
of the Tata Memorial Hospital, Bombay, to facili- 
tate research work at the Indian Cancer Research 
Center, and (5) the installation of three cobalt 
bomb therapy units in the Tata Memorial Hospital, 
Bombay, the Chittaranjan National Cancer Re- 
search Center, Calcutta, and the Christian Medical 
College, Ludhiana, respectively. 
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Tuberculosis Survey.—The preliminary report of the 
survey up to June 1956 by the Indian Council of 
Medical Research showed that tuberculosis was 
prevalent in villages, small towns, and cities; 2% of 
the people in the areas covered had the disease. It 
was concluded that (1) the morbidity of tuberculo- 
sis varies from 7 to 30 per 1,000 persons in differ- 
ent areas, (2) the prevalence of tuberculosis is not 
so marked as originally expected, (3) the morbidity 
rates are lower for females than for males, (4) the 
prevalence of tuberculosis among the persons of 
the age group of 45 years and above was much 
higher than that for the age group of 5 to 34 years, 
and (5) bacteriologically positive cases varied from 
1 to 11 per 1,000 persons in different areas. The 
government formulated a national tuberculosis con- 
trol program to include intensification of the BCG 
vaccination campaign, upgrading of 300 tuberculo- 
sis clinics to provide or expand facilities for diag- 
nosis and domiciliary treatment, establishment of 
15 tuberculosis demonstration and training centers, 
establishment of 4,000 tuberculosis isolation beds, 
and establishment of eight follow-up centers for 
tuberculosis patients. 


Spider Nevi and Liver Disease.—H. Singh and co- 
workers (Current M. Pract. 2:8 [Aug.] 1958) stated 
that spider nevi have often been noticed in associa- 
tion with liver disease. They may disappear with 
improving hepatic function, while the appearance 
of fresh nevi suggests progression of parenchymal 
liver damage. Spider nevi are, however, rare in 
Indian patients suffering from hepatic disease. 
Thus, of 250 consecutive patients with hepatic 
cirrhosis, only 4 showed the presence of such nevi. 
The authors studied 31 patients with portal cir- 
rhosis including 2 with postnecrotic scarring to find 
out whether percutaneous administration of estro- 
gen could lead to the production of spider nevi in 
a larger number of patients with liver damage. 
Skin areas were treated with 1% ethinyl estradiol 
ointment in a lanoline base or alcoholic solution. In 
20 patients the application was made for 7 to 10 
consecutive days and in the rest for 5 days. They 
were followed for 5 to 27 days after the last appli- 
cation. None of the patients developed spider nevi 
in the treated areas or in the untreated parts. Thus, 
the inunction of estrogen had little effect in the pro- 
duction of spider nevi. 


Acetylcholine Content of Intestine.—B. G. Bose and 
co-workers (Indian J. M. Sc. 12:7 [July] 1958) re- 
ported that the different segments of intestine 
showed different inhibitory responses to epi- 
nephrine and arterenol, epinephrine having a 
greater inhibitory action on the ileum and arterenol 
on the colon. These variations may be related to the 
acetylcholine content of these tissues. The authors 
therefore studied the inhibitory responses and the 
acetylcholine content of segments of duodenum, 
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jejunum, and colon of adult male albino rats. The 
acetylcholine content of the different segments 
showed significant variation, and, on an average, 
the colon contained less acetylcholine as compared 
to duodenum and jejunum. The inhibitory response 
was maximal in the jejunum and lowest in colon. 
Thus, a correlation was found to exist between the 
degree of inhibitory response and the content of 
acetylcholine in the intestinal segments. Epineph- 
rine caused greater inhibition of the tissues contain- 
ing more acetylcholine than arterenol. As arterenol 
is not affected much by acetylcholine content, its 
inhibitory action on the colon, which is poorer in 
acetylcholine, is more predominant as compared to 
that of epinephrine. 


Tropical Eosinophilia.—R. S. Mehta (Indian J. M. 
Sc. 12:7 [July] 1958) studied the electrocardio- 
graphic tracings in 80 patients with classic tropical 
eosinophilia and compared them with the tracings 
from 50 healthy adults. In each case three standard 
limb leads, three unipolar limb leads, and_ six 
unipolar chest leads were taken. Changes of hyper- 
kalemia were seen in about 46%. The serum potas- 
sium level was estimated in all but nine cases, but 
there was no exact correlation between the serum 
potassium level and the electrocardiographic evi- 
dence of hyperkalemia, although the incidence of 
hyperkalemic changes definitely rose when the 
serum potassium level was above 20 mg. per 100 
ml. The incidence of hyperkalemia rose pari passu 
with the total eosinophil count up to a certain jevel; 
44% of the tracings showed either left or right 
ventricular preponderance, the distribution being 
31.25% and 12.5% respectively. Thus, the incidence 
of left ventricular preponderance was 2.5 times 
that of the latter. Vertical heart was present in 80% 
of the series and even in those with left ventricular 
preponderance. Among the controls, vertical heart 
was present in 56%. Of the 80 patients, 13 showed 
tachycardia, the pulse rate varying from 105 to 140 
per minute, while 2 showed bradycardia, the rate 
being 52 and 54 respectively. Nine tracings from 
the patients and one from the controls showed low 
voltage. In 14 patients the P wave was more than 
2.5 mm. in height and suggestive of “P” pulmonale, 
while in 10 it was small, flat, or biphasic. Conduc- 
tion changes were seen in 20 patients and 10 con- 
trols, consisting of intraventricular conduction dis- 
turbances with marked slurring of the ventricular 
complex. 


Bacitracin and Amebiasis.—DeMelloe and Patel (In- 
dian J. M. Sc. 12:6 [June] 1958) stated that bacitra- 
cin, in addition to its antibiotic action, also pos- 
sesses amebicidal action. As it is not absorbed from 
the intestine, it exerts maximal amebicidal action 
and also eliminates the secondary invading organ- 
isms. The authors studied the effect of bacitracin 
alone and in combination with streptomycin in per- 


J.A.M.A., Dec. 6, 1958 


sons with asymptomatic amebiasis who were pass- 
ing cysts or vegetative forms of Endameba his- 
tolytica. Because the antibacterial spectrum of 
bacitracin resembles that of penicillin, streptomy- 
cin was selected for its action on gram-negative 
organisms. Stool examination was repeated after a 
saline purgative after three weeks of treatment on 
three occasions at intervals of one week. Persons 
with all three results negative were considered 
cured. Bacitracin alone was used in three differ- 
ent dosage schedules—2 tablets of 5,000 units 
each, four times a day for seven days on five 
patients; 2 tablets of 12,500 units each, four times 
a day for three days on four patients; and 2 tablets 
of 12,500 units each, four times a day for seven 
days on four patients. When used in combination 
with streptomycin, each tablet contained 5,000 units 
of bacitracin and 125 mg. of streptomycin. Two 
such tablets were given four times a day for 10 
days to 11 patients. The results on the whole were 
variable when bacitracin alone was used, the cure 
rate being much higher with the combination than 
with the single drug. Thus 9 of the 11 patients 
treated with the combination were cured. Although 
the dose of bacitracin in combination is small, it 
probably has a synergistic action with streptomycin 
in clearing the amebic infection. 


NEW ZEALAND 


New Approach for Hiatal Herniorrhaphy.—]. Borrie 
(British Medical Journal, September 20, 1958, 
p. 728) reported that, although the right-sided 
approach is a standard procedure for performing 
esophagectomy for carcinoma of the midesophagus, 
no record has been encountered of the use of this 
approach for repairing hiatal hernias. The author 
described an occasion when, because of a misdiag- 
nosis, a right thoracotomy was performed, and a 
hiatal hernia was unexpectedly found and success- 
fully repaired through the right pleural cavity. The 
fact that this right-sided approach proved as satis- 
factory as that from the left side indicates that the 
former is another possible route for the repair of 
such lesions. 


Thyroid-Stimulating Hormone.—Dr. D. D. Adams 
(Journal of Clinical Endocrinology, vol. 18, p. 699, 
1958) reported that when investigated for their 
content of thyroid-stimulating hormone (TSH) some 
human serums induced abnormal responses in the 
TSH assay. In the normal response, the I'*' level in 
the guinea pig’s plasma was higher 3 hours after 
the intravenous injection of the TSH than it was 
16 hours after. In the abnormal response, elicited 
by serums from some patients with thyrotoxicosis, 
the reverse occurred—the guinea pig’s plasma I'” 
level was higher 16 hours after the intravenous 
injection of the serum than it was 3 hours after. 
These observations prompted an investigation of 
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the mechanism of the abnormal response and the 
type of response elicited by the TSH present in 
human, bovine, and murine pituitary glands, and 
in the blood of thyroidectomized rats and a variety 
of human subjects. Since the size of the abnormal 
response was not reduced by injection into the test 
guinea pig of a massive dose of thyroxine, it was 
unlikely that the abnormal TSH response was due 
to blockage of the thyroxine-inhibition of endoge- 
nous TSH secretion from the test guinea pig's 
pituitary gland. When U. S. P. thyrotropin refer- 
ence substance was added to a serum that elicited 
the abnormal TSH response, the magnitude and 
time course of the response induced by the mixture 
indicated that the two components acted inde- 
pendently. It is probable, therefore, that the abnor- 
mal response was a manifestation of the presence 
of an abnormal TSH. 

The finding of abnormal responses only to serums 
from patients with thyrotoxicosis makes it probable 
that the abnormal TSH had some relationship to 
this disorder, but the data collected so far were not 
adequate to exclude with certainty the possibility 
that abnormal TSH might occur in conditions 
other than thyrotoxicosis. It has been shown that 
serums from some patients with exophthalmos and 
hyperthyroidism had the power to increase mark- 
edly the acinar cell height of the thyroid glands of 
thyroxine-injected guinea pigs. In the light of the 
findings of the present investigation it is likelv that 
these serums contained the abnormal TSH, which 
apparently affected thyroid morphology in a way 
similar to that of normal TSH. It may be that ab- 
normal TSH differed from the normal in the length 
of its stay in the blood. Possibly it was normal TSH 
combined with some other material. Abnormal TSH 
might also be present in all cases at a level too low 
to be detected by the present assay procedure. It is 
possible, therefore, that the abnormal TSH _ plays 
a causative role in the hyperthyroidism of thyro- 
toxicosis. It may also be implicated in the cause 
of exophthalmos. It is possible that the exophthal- 
mos-producing substance found by Dobyns and 
Wilson in 1954 in the serum of patients with pro- 
gressive exophthalmos, was the abnormal TSH. The 
site of production of the abnormal TSH remains 
unknown, but suspicion naturally falls on the 
pituitary. 


UNITED KINGDOM 


Intra-articular Hydrocortisone.—The intra-articular 
injection of hydrocortisone acetate is generally re- 
garded to be of value in the treatment of rheuma- 
toid arthritis, and most patients seem to derive sub- 
jective, even if transient, benefit. Chandler and 
Wright, however, reported that despite a good clin- 
ical response to injections of hydrocortisone deriva- 
tives, radiologic deterioration, sometimes extensive, 
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occurs in the knees of over 50% of the patients so 
treated (Lancet 2:661, 1958). In one patient a neu- 
rogenic arthropathy was produced in a joint treated 
over a period of 18 months by monthly injections of 
hydrocortisone. The patient obtained almost com- 
plete relief of pain but at the expense of a function- 
less joint. Radiographs of the knees of 25 patients 
with rheumatoid arthritis were obtained before and 
after a course of treatment with hydrocortisone. 
Radiologic deterioration occurred in 13, despite 
clinical improvement in the majority. The authors 
believed that by a local mechanism in which func- 
tional improvement and relief from pain were the 
most important features, interference with the nor- 
mal protective processes natural to inflammatory 
disease might have encouraged a degree of weight- 
bearing and mobility which was inherently trau- 
matic. Dangerous progression of the disease under 
these circumstances might be expected. 


Death due to Change of Anesthetic.—During a 
dental extraction a 6-year-old boy died from cardiac 
arrest. At the inquest the dentist stated that he first 
gave the boy nitrous oxide and then trichloroethy!- 
ene. After three extractions the boy showed signs of 
returning consciousness and for five seconds ethyl 
chloride was administered while two more teeth 
were removed. Then the bey’s respiration rapidly 
became shallow, and he collapsed and died in spite 
of attempts at resuscitation. Questioned by the cor- 
oner, the dentist said that he knew that there was 
some danger attached to giving trichloroethylene 
and ethyl chloride, but he did not think there was 
any risk in this particular case as the boy was strong 
and healthy. He agreed that it would have been 
safer to have used nitrous oxide alone. In his opin- 
ion the ethyl chloride caused the death. An anes- 
thetist testified that the giving of trichloroethylene 
and ethyl chloride was widely practiced provided 
patients were not susceptible to a sudden change 
in anesthetics; trichloroethylene was dangerous for 
some patients; and ethyl chloride more so, particu- 
larly for young children. He thought that for dental 
extractions nitrous oxide was safer. 


Malaria and Prematurity.—Cannon investigated the 
association of malarial infection and prematurity in 
Nigeria (Brit, M. J. 2:877, 1958). He studied 12,000 
attendances by expectant mothers and 815 deliver- 
ies in hospital. The relationship between malarial 
infection of the placenta and the weight of the 
child at birth was determined in 392 single deliver- 
ies. The others were excluded, as the mothers had 
taken antimalarial drugs. Immediately after deliv- 
ery of the placenta a wedge-shaped piece was cut 
from the maternal aspect of the placenta and a 
smear examined for malarial parasites. The infants 
were weighed and those weighing less than 2,500 


Gm. (5.5 Ib.) were classified as premature. Of 362 
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newborn babies, 30% had a placenta infected with 
malarial parasites, and the mean birth weight of 
those infected was 310 Gm. (11 oz.) less than those 
not infected. In deliveries where the placenta was 
found to be infected, 33% of the babies were pre- 
mature, but in the deliveries in which the placenta 
was noninfected only 12% of infants were prema- 
ture. 


New Anticoagulant.—Results of clinical trials with 
a new anticoagulant, anisindione, are described by 
Kellaway (Brit. M. J. 2:889, 1958). In tests on vol- 
unteers it was found that a dose of 300 mg. of the 
drug given orally had an effect within six hours on 
the prothrombin time, lowering it to 50 to 70% of 
its normal value. Maximal lowering to within 10 to 
20% of normal occurred within 24 hours in over 
half the subjects tested. Twenty-five patients with 
myocardial infarction, increasing coronary insuffi- 
ciency, and deep venous thrombosis of the legs were 
given anisindione, starting with an initial dose of 
200 mg. A satisfactory response, with prothrombin 
levels to within 10 to 20% of normal, was obtained 
in all patients. These levels were maintained by a 
daily maintenance dose of 25 to 350 mg. (average 
100 mg. ). The prothrombin level returned to normal 
within 36 to 72 hours of stopping treatment. No 
toxic side-effects were observed, and there was no 
evidence of hemorrhage or disturbed liver function. 
The anticoagulant effect of anisindione was rapidly 
reversed by vitamin K: in doses of 20 mg. orally 
and within four hours when the vitamin was given 
intravenously. Kellaway considered that anisindione 
has certain advantages over phenindione and the 
other anticoagulants in the speed and predictability 
of the initial response and the subsequent rapidity 
with which therapeutic blood levels of the drug can 
be obtained. 


Asthma Treated by Hydrocortisone.—The condition 
of patients with bronchial asthma can be greatly 
improved by systemic treatment with corticoster- 
oids, but large doses must be used, with the attend- 
ant risk of cortical atrophy and the usual side- 
effects. Continued treatment by this means must 
therefore be limited to patients whose life is en- 
dangered or in whom invalidism is threatened. 
Herxheimer and co-workers achieved a_ similar 
therapeutic effect by local instead of systemic treat- 
ment, using inhalations of hydrocortisone powder 
(Brit. M. J. 2:762, 1958). Patients were advised to 
inhale the contents of a capsule containing 15 mg. 
of micronized hydrocortisone snuff from a powder 
inhaler, half being inhaled in the morning and the 
remainder in the evening. The dose of 15 mg. was 
chosen on the assumption that only a small amount 
of this would be distributed systemically and would 
be below the body’s own level of production of 
corticosteroids. Seventy-nine patients with chronic 
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asthma, who had been observed for several years, 
were treated, and in 45 treatment was controlled 
with a placebo inhalation. In 33 of the 45 a definite 
improvement occurred, mainly in those asthmatics 
with evidence of allergic etiology and in those 
without hypersecretion. Improvement occurred in 
only 50% of the patients with infective cases. Pa- 
tients with co-called “dry” asthma showed dramatic 
improvement. This treatment was of value in certain 
types of asthma. 

Helm and Heyworth also concluded that inhala- 
tion of hydrocortisone acetate powder is an effec- 
tive short-term treatment for some patients with 
bronchial asthma (Brit. M. J. 2:268, 1958). Rapid 
improvement occurred when they were changed 
from a placebo to hydrocortisone. Capsules con- 
taining 15 mg. of hydrocortisone acetate powder 
were used and patients instructed to adjust the 
number of inhalations to the response obtained. 
Half a capsule twice a day to three capsules daily 
were taken, most patients being maintained on one 
capsule a day. The assessment of the results was 
based on subjective and objective improvement. Of 
the patients in this series, 82% improved with the 
inhalations and 33% with the placebo. The differ- 
ence is statistically significant. Little or no benefit 
was obtained in patients with chronic bronchitis 
treated by this method. In a longer-term trial in pa- 
tients with recurrent acute asthma, the inhalations 
were effective in controlling the condition, but there 
was a strong tendency to relapse when the treat- 
ment was continuous. Better results were obtained 
when the inhalations were used intermittently for 
the attacks. The authors did not recommend this 
form of treatment in the dangerously ill patient. 
They estimated that a large portion (about 75% ) 
of the inhaled hydrocortisone was absorbed, but 
even so the dosage was small compared with that 
used orally. 


Nylon Alopecia.—A new type of traumatic alopecia 
was reported by Dr. Agnes Savill, who was con- 
sulted by a number of patients of both sexes be- 
cause of falling hair without obvious cause ( Brit. 
J. Dermat. 70:296, 1958). All gave a history of using 
hair brushes with nylon bristles. Examination 
showed that hairs had been pulled out by the roots 
or had been broken off and split longitudinally by 
these brushes. This finding is not unexpected from 
the very nature of nylon, which is tough, hard, and 
virtually indestructible. A substance that makes 
good pot-scourers could hardly be expected to be 
kind to the hair. Dr. Savill also blamed the shape 
of the ends of the nylon bristles, which are cut off 
square, instead of being rounded like hog bristles, 
and are therefore more traumatic. Recovery with- 
out treatment occurred in the patients when they 
ceased to use nylon brushes. 
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CORRESPONDENCE 


RADIUM POISONING 


To the Editor:—In the article “Where Are the Cases 
of Radium Poisoning,” by $. D. Clark (J. A. M. A. 
168:761-762 [Oct 11] 1958), spontaneous fractures, 
osteogenic sarcoma, and neoplasms of the parana- 
sal sinuses are mentioned as signs of radium poison- 
ing. Although brief mention is also made of roent- 
genological changes and trouble with teeth, the 
characteristic production of radiation osteitis and 
focal necrosis of teeth is of more than passing im- 
portance. Radiation osteitis has been found to af- 
fect the bone of the mandible and maxilla in a 
large proportion of the radium-dial workers I have 
examined. The findings on roentgenograms are sim- 
ilar to those of osteitis deformans (closely distrib- 
uted areas of osteosclerosis interspersed with areas 
of osteoporosis ). The alveolar processes of the jaw 
bones are affected more often than other bone be- 
cause of their metabolic activity. Focal necrosis of 
the teeth also seen on roentgenological examination 
resembles dental caries, but the lesions are more 
sharply defined and occur on root surfaces below 
the gum line and under intact enamel. These two 
findings may be discovered on routine dental x-ray 
check-up and may be present long before any teeth 
are lost or long before fracture, sarcoma, or neo- 
plasm supervene. These characteristic oral and 
dental lesions can be recognized easily by the 
alerted dentist and physician. The mottled osteitis 
and the dental focal necrosis are specific findings 
in this disease, and their presence may be regarded 
as pathognomonic (Dalitsch, Fortnightly Rev. Chi- 
cago Dental Soc. 18:5-7, 26 [July 15] 1949). 


Wa. Datrrscn, M.D. 
30 N. Michigan Ave. 
Chicago. 


Dr. Dalitsch’s letter was referred to Dr. Clark, 
and his reply follows.—Eb. 


To the Editor: —Dr. Dalitsch is quite correct in em- 
phasizing the dental changes that occur in radium 
poisoning and I agree that these characteristic areas 
of focal necrosis may appear long before any of the 
other lesions. The sclerotic changes mentioned in 
my article are considered to be part of the findings 
of radiation osteitis. Any support from the dentists 
would be most welcome. In an article directed to- 
ward dentists, the dental changes should be pointed 
out more specifically as Dr. Dalitsch has done in his 
letter. 


TRAINING IN PEDIATRICS 


To the Editor:—The address “Pediatrics in Transi- 
tion,” by Wheatley, in THE JournNaL (168:856-859 
[Oct. 18] 1958) is of interest. It is indeed commend- 
able that some of the disciples of pediatrics should 
be vearning for new fields of interest, as a result of 
the accomplishments of their specialty and others 
in the field of preventive medicine. 

I would like to offer an idea concerning postgrad- 
uate education which may fill a void in the lives of 


some of those charged with the job of “child health 
supervision.” I suggest that pediatric residency 


training include experience in anesthesiology. In 
most areas of our country there is a shortage of phy- 
sicians qualified in the administration of depressant 
drugs and the management of patients whose vital 
functions are depressed as the result of poisoning, 
infection, and trauma. A not inconsiderable number 
of surgical patients come from the pediatric age 
group. Certainly, the physician particularly trained 
in the psychology, physiology, and pathology of 
these patients could perform a needed service if he 
were trained in the applied pharmacology and 
physiology of the administration of the general de- 
pressants. He and others could serve their patient 
better at the head of the operating table than by 
assisting or observing on the other side of the ether 
screen. 

Leo J. DeBacker, M.D. 

State University of 

lowa City. 


BACTERIAL ENDOCARDITIS DUE TO 
PSEUDOMONAS AERUGINOSA 


To the Editor:—The report on a case of bacterial 
endocarditis due to Pseudomonas aeruginosa, by 
McDonald, Rhoads, and Knapp (J. A. M. A. 
167:1490-1493 [July 19] 1958), is of great interest. 
We cannot subscribe, however, to the authors’ 
opinion about the outcome being invariably fatal. 
In contradistinction to the 10 cases summarized in 
the paper, the treatment of which proved unsuc- 
cessful, though only two were observed after the 
advent of antibiotics, we had the opportunity to 
record a case in which there was full recovery 
(Gottsegen and Romoda, Sammi. seltener klin. 
Fille 13:115-120, 1957). Subacute endocarditis in 
a young man with rheumatic mitral stenosis and 
regurgitation began with a long period of freedom 
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from bacteremia. Antibiotics (penicillin, strepto- 
mycin, and chloramphenicol) failed to show any 
effect on fever and hematuria. At last, blood and 
urine cultures became positive for Ps. aeruginosa; 
on the basis of favorable experiences in earlier cases 
with resistant germs, we decided to perform sple- 
nectomy. This was followed by spectacular recovery. 
No relapse has been observed in four years after 
the operation. The patient is working full time at 
present. 

In a second case (unpublished) the portal of 
entry could not have been determined with cer- 
tainty, for both purulent panophthalmitis and ure- 
thral dilatation preceded the bacterial endocarditis. 
Blood cultures, positive for Ps. aeruginosa, were 
obtained after enucleation of the diseased eye. Ad- 
ministration of polymyxin B led, however, to re- 
covery without relapse for two years. Mitral 
regurgitation was the original valvular lesion in 
this case, too. 

Neomycin was used with excellent result by 
Kenoyer and co-workers (Am. J. Med. 13:108 
[July] 1952); however, their case is not strictly com- 
parable to ours, since endocarditis of one week's 
duration after mitral surgery can be described only 
as acute. We conclude that the prognosis of this 
condition, the frequency of which is increasing in 
the present era of antibiotics, though serious, is 
not to be considered with undue pessimism. 


Grorce Gorrtsecen, M.D. 
National Institute of Cardiology 
Nagyvarad—ter 1 

Budapest IX, Hungary 


CANCER SURVIVAL 


To the Editor:—We are conducting a pilot study at 
the mental hygiene clinic of the Veterans Admin- 
istration using motivational research techniques to 
determine why intelligent people (including physi- 
cians) do not have routine cancer checks. One 
factor which emerges is that “one out of four” is 
usually read, “one out of four others, not me!” The 
Public Education Review Committee of the Ameri- 
can Cancer Society recommended in 1956 that 
primary emphasis be placed an annual health check- 
up examinations for adults, however well they may 
feel, and continued but secondary emphasis on 
danger signals. It has been observed that the so- 
ciety’s three-legged stool—research, service, and 
education—has one decidedly short leg, and that 
short leg is education. We have evidence that some 
physicians give little or no support for the short leg. 
Unless we have routine cancer examinations we will 
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continue to operate on late cancer. Every physician 
has a potential cancer detection unit in his own 
examination room—let him use it! 


HerBert C. ARCHIBALD, M.D. 
1305 Franklin St. 
Oakland 12, Calif. 


THE LEISURE CORNER 


WOOD CARVING 


For at least 5,000 years men have carved various 
objects, ornaments, and figures from wood. Wood 
carving as an art is mentioned in the Bible, and 
historical accounts from very early times tell of 
Egyptian and Grecian wood carvings. The earliest 
wood artifacts were probably the small masks and 
statuettes of gods and goddesses of African Negro 
tribes. The wood carvers of the Middle Ages helped 
to decorate the great cathedrals. One of the out- 
standing craftsmen was Grinling Gibbons (1648- 
1720), who carved the stalls of the Saint Paul’s 
Cathedral in London. After the middle of the 
1800's, wood carving attracted less interest. But in 
Switzerland wood carving is still a regular occupa- 
tion. Today, fine wood carving is done by a number 
of American and European artists, and it has be- 
come an interesting hobby. 

As a hobby, wood carving exerts a rewarding 
therapeutic effect, for there is an astonishing tonic 
quality to the feel of a chisel against a block of 
wood and in the contest between one’s mastery of 
a tool and the wilfulness of its grain. Wood carv- 
ing, for a time at least, can make the busy physician 
oblivious to his many medical responsibilities. But 
short notice is required for putting the hobby into 
action; the project at hand is clamped to a work- 
bench, you pick up the chisel, and then go on from 
there. 

One of the charms of wood carving—and this ap- 
plies to most crafts followed as hobbies—is that 
there are no discouraging standards of perfection 
against which you must compete. What you do you 
do sheerly for your own approval, enjoying to the 
utmost your small triumphs and accomplishments. 
These invariably yield a sense of satisfaction out of 
all proportion to the results achieved. The reward 
comes not from being a professional wood carver 
but in bettering your own skill in wood carving as 
a hobby. Actually, wood carving brings delight and 
surprises all along the road from novice to expert. 
To succeed, one needs only a certain amount of 
spare time, an interest in the project undertaken, a 
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few tools, patience, and the willingness to proceed. 
Any person who can sharpen a pencil can learn to 
carve wood. 

Dexterity with tools is undoubtedly of great 
value; more important, however, is the discovery 
that it is possible to shape a rough piece of wood 
into any form desired. This is precisely the goal of 
the wood carver. In short, the purpose of carving 
wood is to make the surface more interesting by 
means of imposing a graceful pattern and inducing 


an intriguing play of light and shadow. In wood 


carving, certain obstacles have to be recognized, 
for example, the resistance and peculiarities of 
wood. The easiest woods for the wood carver to 
cut and finish are white pine, basswood, black wal- 
nut, and mahogany. There are other woods, of 
course, and these are beech, oak, holly, redwood, 
and sycamore. The wood should be well seasoned 
and possess a smooth texture and color. An accom- 
plished wood carver will frequently use wood burls 
of knotted wood for an attractive surface pattern. 
The exquisite wood carvings made during the 
Middle Ages were executed by means of crude 
tools. Today's hobbyists have available tools of the 
finest steel, highly finished, and in such a wide 
range of variety as to make a choice a simple mat- 
ter. In general, wood carving need not require 
many tools. One or two very sharp knives and a 
sharp chisel will do for the beginner. A good wood 
carving knife is a tool of great utility, especially for 
making greater stop cuts deeper at one end than at 
the other. Chisels have straight cutting edges and 
are suited for cutting straight lines and carving flat 
planes; they are also useful for blocking out convex 
round projections, but they are not adapted for 
scooping out hollow curved forms. A penknife often 
makes the best tool for carving small objects. For 
larger pieces, a jackknife or hunting knife is re- 
quired, The blades must be made of good steel and 
should be kept as sharp as a razor if good results 
are to be achieved. In addition, as the hobbyist 
progresses with wood carving, gauges are most 
useful, especially for cutting the various curvatures 
in outline and surface of a design. A dealer will 
furnish a chart showing the sweeps of various 
gauges, from which you can select the blade you 
want. Finally, although a scraper is highly impor- 
tant to a carpenter, it is useful in wood carving for 
removing rough surfaces and projections and for 
removing a design drawn on a piece of wood. 
The novitiate wood carver should practice his 
strokes on a piece of soft wood about one-fourth 
to three-eighths of an inch in thickness. An outline 
of a simple design should be drawn on the surface 
of the wood; the figure then is carved out, stroke 
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by stroke. The second piece may be of thicker 
wood, with the edges rounded off. After this, a 
simple figure can be carved in full. To do this, the 
hobbyist selects or cuts a block of wood according 
to the size needed. He draws a separate view of 
the figure on each side in outline, then he carves out 
the front and back and then the sides. Simple lines 
cut with single strokes are best. The sharp edges of 
the stroke are left to help show the planes of the 
figure. 

Woods of all kinds have a fiber traversing their 
substance and a grain made of layers of annual 
growth. Cuts made at random are apt to split and 
splinter wood. To make a clean, precise shape, the 
carver should take out clean chips, and to accom- 
plish this he must first sever the grain. If you watch 
a wood-chopper fell a tree, you will notice he scat- 
ters clean-cut chips, each one made by two strokes 
of his axe—the first horizontal and the second slant- 
ing downward. Similarly, if an expert whittler is 
observed, he, too, expends two cuts for every chip. 
Indeed, the wood-chopper and the whittler are 
applving basic rules of wood carving. In this con- 
nection, there are three basic rules: first, sever the 
grain of wood in the beginning, then cut out a clean 
chip; second, consider the grain of wood and make 
the slice (the second stroke) in a direction to bring 
the tool out clean, so that there is no splitting; and 
third, never place the left hand in front of a tool, 
for tools are sharp and they may split or slip 
through the wood, gashing the hand that is in the 
way. When working with a mallet, grab and guide 
the blade with the left hand, while striking with the 
right. 

The question frequently arises in the mind of the 
beginner as to what to carve and how to obtain 
designs. The novitiate would do well to follow tra- 
ditional methods at first, obtaining patterns that 
are established and modifying them to suit his own 
individual taste. It certainly is not necessary to 
purchase expensive pieces of lumber in the early 
stages of one’s evolution as an expert wood carver. 
Every lumber yard has scraps of wood which can be 
bought very cheaply by the sackful. A no. 3 grade 
of wood is adequate, since it can be used for prac- 
tice at first, and the number of knotholes present 
make little difference in the practice sessions. 

During the earliest phases of your wood carving 
experiences you will frequently find yourself laugh- 
ing at your own mistakes. But as you become pro- 
ficient, you will soon find yourself completely ab- 
sorbed in a hobby that will give you no end of 
pleasure. Soon, you will find considerable gratifica- 
tion in the results you obtain, and much joy in 
creating objects through your own dexterity. 
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BUSINESS PRACTICE 


This is the eighth in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 


THE BUSINESS OF A PRACTICE 


Though a physician is attracted to medicine be- 
cause he likes to help people and is a humanitarian 
at heart, he soon realizes that to continue practicing 
he must charge and collect for his services. If he 
starts practicing with the right philosophies about 
money and with a sound system for handling the 
income from his practice, he learns to put the finan- 
cial side of medicine into its proper perspective— 
in a secondary but important role. 


How to Charge 


A physician establishing practice has to decide 
what his charges for services will be. Burdened 
with the bills he incurred in setting up his office, it 
would be understandable if the doctor set out to 
make money fast. Such commercialism in the long 
run does not pay, for it affects the opinions that his 
patients, his colleagues, and the entire community 
develop about him. In fee-setting, his first question 
should be: “What is a fair fee?” Naturally, fees vary 
from community to community, and there is some 
differentiation between physicians in specialties. 

The best way to find out what average fees are in 
a town is to check with the county medical society 
and with other physicians. Deciding what to charge 
involves weighing several factors: the fees charged 
by other doctors, the particular specialty and expe- 
rience of the physician himself, and the cost of run- 
ning his own office. He does not want to charge 
fees that are too high—nor does he want to charge 
too little. Fees that are too low do not win respect 
for a physician's services. 

Years ago the medical profession followed the 
philosophy of charging the well-to-do patients 
higher fees to offset either low fees or free care for 
the poor. Today, because so many persons have a 
substantial part of their medical care costs paid for 
through insurance or some other mechanism, this 
philosophy is becoming a thing of the past. How- 
ever, every physician is bound by his profession's 
code of ethics to provide medical care to anyone 
who needs it, regardless of cost, and a new phy- 
sician accepts his responsibility for giving a certain 
amount of free services. Such care should be lim- 
ited to those persons who for good reasons are 
financially unable to meet their medical bills. To 
those who can pay, the physician should make 
every attempt to charge a fair fee—and to give the 
best medical service possible per medical dollar. 
Explaining Medical Costs——When a patient un- 
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derstands what he is paying for and is satisfied 
with the services he received, the physician rarely 
has difficulty in obtaining his fee. Traditionally, the 
medical profession has shied away from discussing 
fees, feeling that the financial aspects of medicine 
were unpleasant and the less said, the better. But 
today, the American public is conditioned to item- 
ized bills, regular billing, and budget plans for pay- 
ing for goods and services. People expect doctors to 
adopt the same business principles in handling 
medical fees. 

When a physician frankly discusses fees in ad- 
vance with his patients, misconceptions about over- 
charging and fee frictions are minimized. A doctor 
or his patient may be reluctant to bring up the sub- 
ject of fees. If the patient does not ask and a larger 
fee than expected is charged, it is advisable for the 
doctor to broach the subject. Telling a patient to 
“worry about the cost later” is not doing the pa- 
tient a service. He wants to know approximately 
how much his surgery or treatment will cost so that 
he can plan or budget ahead for it. Several ways to 
encourage fee discussions are suggested for new 
physicians. A physician can display a fee discussion 
plaque, available for $1.00 from the A. M. A., which 
encourages talks about charges to achieve mutual 
understanding. 


Keeping Track of Income and Expenditures 


A physician, like any businessman, must be able 
to evaluate his own financial situation at any given 
time by checking his records. He has to know how 
much he has earned, how much he has collected, 
what he has spent, and what he owes. He should 
be able to compare this month’s income with last 
month’s, this year’s with last vear’s, in order to 
evaluate his progress. Furthermore, the federal gov- 
ernment requires increasingly deailed, complete 
financial records for income tax purposes. The doc- 
tor must not only keep a full record of what he 
earns but itemize his expenses so that he can ex- 
plain them. He also must keep a number of govern- 
ment records for any employees he may have. For 
this reason he needs a good financial records system. 

A doctor’s bookekeeping system need not be com- 
plicated. Some of the most efficient systems are the 
simplest ones. No one system will meet the needs 
of every doctor. There are many excellent systems 
in use, and a physician establishing his own records 
system probably will want to talk over various pos- 
sibilities with professional management advisers or 
others familiar with the medical bookkeeping field. 

Elements of a Good Financial Records System.— 
Though the forms used may vary, there are four 
elements which should be a part of any good finan- 
cial records system: (1) a daily listing of payments 
and charges, (2) individual records of patients’ 
charges and payments, (3) a permanent ledger into 
which daily financial information is placed along 
with records of income and expenditures, with a 
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detailed description of money disbursed, and (4) a 
petty cash system within the office for paying small 
bills from day to day. 

Daily Record: In every office the doctor or his as- 
sistant must carefully record the names of every 
patient, the amount charged for medical service, 
and any money collected. This daily record, which 
sometimes is combined with a list of appointments 
for the day, when totaled at night should give the 
following information: the amount of cash collected, 
the amount of money received by check, and the 
amount charged to patients who have not paid and 
must be billed later. The total cash collected and 
the money received by check should be identical 
with the figures for these items shown on the day 
sheet. 

Individual Patients’ Records: Information regard- 
ing patients’ charges and payments should be main- 
tained in a separate file, which in bookkeeping 
jargon is termed the “accounts receivable records.” 
This data, taken from the daily sheet, can be kept 
in a ledger or on account cards. It should not be 
placed on a patient's medical record, as the disad- 
vantage of combining medical and financial records 
was pointed out earlier. 

Patients’ account records usually are quite simple, 
containing a column for entering the charge or fee 
for services, a column for entering the amount the 
patient has paid on account, and a column in 
which the balance appears. General information, 
including the patient’s name, age, business and 
home address, and the name of the person respon- 
sible for the bill, usually also appears at the top of 
the card. (Often a child is the patient, but the 
parent is the individual responsible for the bill.) 

In the process of transferring information about 
charges and payments from the daily record to the 
patient's individual record card, great care should 
be taken to make sure errors do not occur. Nothing 
irritates a patient more than to be billed for a serv- 
ice he paid for weeks before. The individual cards 
are used to make up the patients’ bills at the end of 
each month, or at whatever interval the physician 
sends out statements. 

Permanent Ledger: The daily sheet and the pa- 
tients’ individual financial cards are the working 
elements of a physician’s bookkeeping system. These 
are used in keeping the permanent record of all 
income and expenditures. It is these permanent rec- 
ords which are used to analyze the doctor’s finan- 
cial status over a period of time, to compute his 
income tax, and to perpetuate his practice. 

Some bookkeeping systems have forms similar to 
the daily record of patients’ charges and payments 
on which the doctor or his aide keep track of dis- 
bursements. For example, if the doctor pays out two 
or three dollars for gasoline, this is listed, along 
with any expenditures for stationery, for medical 
supplies, or for paying routine office bills. These 
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payments are listed and placed in proper columns, 
such as personal, maintenance, office expense, and 
so forth. 

The totals from the daily record sheet and the 
totals from daily disbursement records are trans- 
ferred to the permanent ledger each day, so that at 
the end of each month complete totals on all in- 
come and expenditures can be tallied. From this 
information a monthly statement of income, expend- 
itures, net gain or loss, and other evaluating in- 
formation can be prepared. Over a period of 12 
months, this forms the basis for a yearly statement. 

Typical items on the disbursement record include 
“expendables” (drugs, medical and laboratory sup- 
plies, office supplies ); “maintenance” ( rent, utilities, 
laundry, office upkeep); “capital outlay” (major 
equipment ); “salaries”; “automobile”; “dues” ( pro- 
fessional only); “subscriptions” (professional jour- 
nals ); “insurance” (medical or dental liability, office 
and equipment, fire and theft, Workmen’s Compen- 
sation ); “taxes” (from profession only); “entertain- 
ment” (minor donations, professional entertain- 
ment); “depreciation”; “bad debts”; and “collection 
fees” (paid out to agencies for fees). If a doctor 
receives any income from sources other than the 
practice of medicine, this should be listed as “per- 
sonal” and itemized. Any expenses for living that he 
would incur regardless of his profession must be 
recorded as “personal.” 

Keeping accurate, detailed records pays off. It 
keeps the physician informed about his own finan- 
cial picture and it simplifies preparation of tax and 
other necessary records. The establishment of a 
sound system and regular attention to that system 
is the most efficient means of handling these busi- 
ness details. 

Petty Cash: Every office requires a little cash on 
hand to pay out for small items, but major bills 
should be paid by check. Usually $20 or $25 is 
ample to keep in the office for “petty cash” expend- 
itures. Keep such funds in a safe place, preferably 
in a drawer that can be locked. In most offices an 
established sum is set up on a monthly basis and 
balanced each month. A small, triple-column ac- 
count book should be kept with the petty cash in 
which debits or the amount paid, credit or the 
amount received, and the balance on hand can be 
indicated. No money should be taken out unless 
the amount and the reason for taking it along with 
the date are shown. Receipts or vouchers for each 
expenditure also can be used and are good business 
procedure. To replenish the petty cash, a check can 
be made out payable to petty cash and the money 
secured, preferably in small bills and change. This 
check should be made out for the amount actually 
spent, so that the petty cash fund returns to its 
original balance each time it is replenished. 

Recording Money Obtained Out of the Office.— 
Sometimes a doctor is paid in cash or by check 
while he makes a house call or when he encounters 
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a patient on the street. It is too easy to put the 
money in your pocket and forget about it. When 
the bills are made out, the payment has not been 
recorded and the patient receives a bill. This does 
not make for harmonious relations between doctor 
and patient. It is wise for a physician to carry a 
little booklet in his pocket so that when he makes 
house calls he can enter the name of the patient, 
charges and payments. This information then can 
be added to the daily sheet at the end of the day, 
and the money deposited as a part of the day’s 
receipts. Don’t use such payments as “spending 
money” or the records will never be straight. 


General Bookkeeping Suggestions 


The physician should maintain records on his 
personal affairs. These records include his property 
ledger in which he enters information about his 
personal property, real estate, securities, profes- 
sional travel and other tax deductible expenses and 
honorariums. He will also want to set up separate 
files for listing his insurance and other personal 
financial information. 

He must maintain banking accounts, and it is 
probably simpler to keep separate accounts for his 
practice and his personal affairs. All deposits from 
fees and all withdrawals for professional expendi- 
tures he handles through the professional account. 
Ideally, a deposit is made daily for each day's 
receipts with the deposit slip made up from the 
information on the day sheet. 

The time will come when the physician will wish 
to consider placing his more valuable papers in a 
safe or safety deposit box. Records best kept in a 
safe include such vital documents as birth, mar- 
riage and divorce records, wills, passports, diplo- 
mas, business contracts, deeds or leases, investments 
and mortgages, property inventory lists, and insur- 
ance policies. 


Other Filing Suggestions 


In addition to medical and financial records, the 
physician must maintain a correspondence file into 
which all letters he receives and answers should go. 
He will decide himself whether to separate corre- 
spondence into another file or to place letters about 
patients’ medical conditions with their medical 
records and letters regarding financial matters with 
financial records on patients. Whatever system he 
selects, he should set it up in an efficient manner, 
then adhere to the pattern established. 

In all office filing systems, it is important to sep- 
arate outdated material to avoid cramming of 
cabinets. A system for eliminating temporarily im- 
portant information (letters of acknowledgment, 
duplicate forms and reports, and orders ) should be 
established. In some offices, a “destruction date” is 
penciled at the top of the page on all correspond- 
ence routed to file and the cabinets regularly 
checked to eliminate outdated material. When de- 
stroying material which once was considered of 
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permanent value, list each item on a single sheet, 
then have someone witness the destruction. This is 
proof of disposal in case your action later is ques- 
tioned. 

How Long Should Records Be Kept?—Legally, a 
physician’s records belong to him and to his widow 
should he die. Thus, the physician has the legal 
right to destroy his records at any time. In general, 
professional records should be kept as long as they 
are of value to the patient in connection with his 
medical treatment and until the statute of limita- 
tions has run out on the various legal actions with 
which a physician might be faced. 

Narcotics records, for example, must be kept a 
specified period of time under federal or state law 
—generally for two years. A record that may be use- 
ful as evidence in a pending criminal case should 
be preserved until the case is concluded. This same 
general rule also applies in civil court actions, in 
cases where disposition of a will or age of consent 
may be significant. That is why doctors usually pre- 
serve birth and death certificates and autopsy and 
police reports. Some doctors also arrange for dis- 
position of patients’ records in event of their death, 
usually by a colleague, to spare their widows this 
responsibility. 

Rights to Records.—Though his records belong to 
him, a physician who moves his practice to a dis- 
tant location may wish to provide his patients with 
x-ray interpretations or copies of other reports if 
they may be helpful in the future. 

He need not give out medical records except 
when officially requested to do so by the proper law- 
enforcing bodies or when he is referring a case to a 
colleague for further treatment. In instances of 
referrals, the doctor decides whether to send the 
complete file on the patient or transmit only per- 
tinent data, answering specific questions the other 
physician asks. The governing point is the welfare 
of the patient. 

Remaining Personal Records.—Retention of per- 
sonal records is a decision to be made by the phy- 
sician himself. He must keep in mind the possibility 
that someday he may be questioned regarding a 
possible malpractice action. Consequently, he should 
keep professional reports beyond their apparent 
usefulness, to support his arguments and substan- 
tiate his claims should this someday become neces- 
sary. An attorney should be consulted concerning 
the period of time in which suit may be brought for 
malpractice or for breach of contract in the state in 
which the physician practices. 

Stocks, bonds, titles, mortgages, contracts, insur- 
ance, and records bearing on income tax should be 
kept for at least three years. It is advisable to seek 
competent advice on such matters and request it in 
writing. Although the government does not nor- 
mally indict for tax deficiencies more than three 
years after the questioned return is filed, it can 
bring suit at any time in a civil action to collect 
alleged back taxes, plus interest and penalties. 
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MEDICAL FILM REVIEWS 


The Operating Microscope in Otologic Surgery: 16 mm., 
color, silent, showing time 23 minutes. Prepared in 1958 by 
George E. Shambaugh Jr., M.D., Eugene L. Dertacki, M.D., 
and Wiley H. Harrison, M.D., Chicago. Procurable on loan 
or purchase ($250) from George E. Shambaugh Jr., M.D.. 
55 E. Washington St., Chicago 2. 


This film shows the most essential steps in the 
surgical technique of removing the epidermis from 
the tympanic membrane in preparation for applica- 
tion of a skin graft to repair a perforation or defect. 

The technique of this procedure is beautifully 
shown. Restoration of the articulation of the incus 
and stapes, in a case in which disarticulation had 
been accidentally done at a previous operation, is 
included. The hearing returned to normal after res- 
toration. This is of value chiefly as a demonstration 
of unusual cause for hearing loss and its repair. 
The technique is not a standard one and is perhaps 
less important than the demonstration of the 
pathology. The technique of one method of prepa- 
ration of the fenestra at the fenestration operation 
as devised by Lempert is shown. This is the most 
perfect demonstration of this technique that has yet 
been shown by motion pictures. The technique of 
the stapes mobilization in cases of otosclerotic anky- 
losis is very clearly demonstrated. This is also the 
best demonstration of technique that has yet been 
accomplished by motion pictures. All of these pro- 
cedures are shown more clearly than is possible to 
demonstrate by direct visualization through the 
microscope. The film does not attempt to include 
detailed information such as diagnosis. Because of 
the excellence of the photography and visualization, 
this film is highly recommended for its teaching 
value to specialists who are either learning or 
doing these operative procedures. 


Femoral Artery Bypass Graft with Crimped Teflon: 16 


mm., color, sound, showing time 14 minutes. Prepared by 
W. Sterling Edwards, M.D., and Richard A. Dillard, M.D., 
Birmingham, Ala. Produced in 1958 by the Department of 
Surgery, Veterans Administration Hospital and Medical Col- 
lege of Alabama, Birmingham. Procurable on loan from 
Central Office Film Library, Veterans Administration, Wash- 


ington 25, D. C 


The purpose of this film is to demonstrate the use 
of crimped Teflon prosthesis for a femoral bypass 
graft in a 71-year-old man who had had a left thigh 
amputation two years previously for gangrene of 
the left foot. It is a clearcut demonstration of the 
standard procedure of femoral bypass. The authors 
use a new experimental material, namely, crimped 
Teflon, but the advantages of this material over the 
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existing ones are not mentioned. The narration is 
crisp and to the point. The photography is excellent 
and all irrelevant material has been deleted. The 
film should be useful for postgraduate teaching of 
surgical residents and surgeons interested in vascu- 
lar surgery. If the exact indications of the procedure 
were outlined, the film might be useful for the gen- 
eral medical profession as a possible means of re- 
storing peripheral arterial circulation. 


Bence-Jones Protein Test: 16 mm., color, sound, showing 
time 5 minutes. Produced in 1957 by the Medical Illustration 
Service, Veterans Administration, West Side Hospital, Chi- 
cago. Procurable on loan from Veterans Administration, 
Central Office Film Library, Washington 25, D. C 


The purpose of this film is to demonstrate a posi- 
tive Bence-Jones protein test. Although routinely 
performed in most clinical laboratories, the test is 
rarely positive. The film shows a dramatically posi- 
tive Bence-Jones test applied to urine containing 
almost pure Bence-Jones albumose. It tells the story 
of this interesting phenomenon better and more 
convincingly than thousands of words would do. 
The pictorial demonstration of the changes as they 
occur when the temperature rises to the critical 
level and beyond must be revealing to the un- 
initiated and is fascinating even to the expert. 
Technically, the film is satisfactory and the narra- 
tion is well done. It will be useful mainly in teach- 
ing medical technologists and medical students and 
is worth showing to physicians in general. 


NEW FILM ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


Intracranial Aneurysms: 16 mm., color, sound, showing time 
43 minutes. Prepared in 1956 by Professor Rudolf Peter and 
Dr. Rudolf Malec, Prague, Czechoslovakia, for the Depart- 
ment of Popular and Scientific Films. Procurable on loan 
(service charge $3) from Motion Picture Library, American 
Medical Association, 535 N. Dearborn St., Chicago 10 


This film on the surgical treatment of intracra- 
nial aneurysms presents the anatomic and patho- 
logical background of these lesions and shows the 
technique employed in their diagnosis, evaluation, 
and subsequent surgical treatment. The subject is 
based on an experience of about six years with 48 
patients. Examples of the surgical treatment of 
intracranial arteriovenous malformations in- 
cluded also. This is a beautifully dramatic and 
scientifically correct presentation of a subject on 
which the authors are authorities. The animation is 
exceedingly good. The film is especially recom- 
mended for residents, medical students, and gen- 
eral surgeons. It would also be of interest to neuro- 
surgeons because of the special instruments and the 
statistics presented. 
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MEDICAL LITERATURE ABSTRACTS 


SURGERY 


Superior Vena Caval Obstruction. R. Allansmith 
and V. Richards. Am. J. Surg. 96:353-359 (Sept.) 
1958 [New York]. 


The work done in the experimental laboratory 
has increased our knowledge of the clinical picture 
associated with superior vena caval obstruction. 
The increased venous pressure causes dilation of 
the veins over the upper half of the body. There 
is respiratory distress, increased by the edema of 
the neck and glottis, plus pleural effusions, as well 
as by the increase in the carbon dioxide content of 
the blood in the respiratory center. Headache and 
somnolence are caused by congestion of the brain, 
and there may be syncope and even Jacksonian 
convulsions from cerebral thrombosis. The cere- 
brospinal fluid pressure is elevated. The eyes bulge, 
and the lids are edematous. All the symptoms of 
this condition are exaggerated by bending forward, 
and many patients sleep sitting up, since they be- 
come dyspneic with recumbency. 

Roentgenologic examination usually reveals a 
widened mediastinal shadow. A tumor or aneurysm 
may be obvious with the use of routine films, or 
tomograms may be required to visualize a mass. 
Phlebograms usually reveal a maze of collateral 
vessels and a block at the thoracic outlet. If the 
obstruction includes the azygos vein, and it usu- 
ally does, the blood flow in the remainder of the 
azygos system and in the superficial and deep col- 
lateral veins, carrying blood to the femoral and 
iliac veins or to other veins communicating with 
the inferior vena cava, is prominent in a caudal 
direction. In the few instances in which the occlu- 
sion is above the azygos vein, a prominent venous 
plexus develops over the sternum, seeking the 
perforating branches of the internal mammary 
vein and thence to the azygos veins via the inter- 
costals. If the superior vena cava is occluded be- 
low the azygos vein, or if both the superior vena 
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cava and the azygos systems are obstructed, the 
blood from the upper half of the body must take 
a very circuitous route in order to return to the 
heart through the inferior vena cava. Venous pres- 
sure increases with exercise if a block is present, 
whereas elevated venous pressures caused by heart 
failure do not show a significant increase with ex- 
ercise. If a tourniquet is applied to the chest, con- 
stricting the superficial thoracoabdominal vessels, 
and the venous pressure rises with inspiration, the 
block is distal to the azygos vein. 

The prognosis depends upon: (1) the cause of the 
obstruction; (2) the location and rate of obstruction; 
and (3) the adequacy of the collateral circulation 
which develops. Mediastinal tumor is still the single 
most common causative factor. The over-all mor- 
tality from severe obstructions is approximately 
70 to 80%, regardless of cause. The nonsurgical 
treatment includes the use of antibiotics, chemo- 
therapy, and x-ray therapy, while the surgical 
treatment consists of phlebotomy, mediastinal de- 
compression, and vascular grafting. In the series 
presented, 21 patients have had almost immediate 
relief of symptoms after surgical procedures de- 
signed to relieve the obstruction and establish an 
adequate shunt. Arterial homografts (preserved) 
were used in 10 patients, arterial heterografts (pre- 
served) in 1, vein autografts in 7, and prostheses 
(crimped nylon) in 1; no grafts were employed in 
the remaining 2 patients. The right auricular ap- 
pendage was the site of the shunt to the heart in 
10 patients, and the superior vena cava in 8. At the 
present time the optimal treatment of superior vena 
caval obstruction, not due to a malignant neoplasm 
but to a benign fibrotic process, is the insertion of 
a homograft between the proximal patent caval or 
innominate veins and the intrapericardial superior 
vena cava, if patent, or the right auricle. 


The Pathogenesis and Treatment of Primary 
Hydroceles in Infancy and Childhood. D. G. 
McKay, R. Fowler Jr., and J. S. Barnett. Australian 
& New Zealand J. Surg. 28:1-11 (Aug.) 1958 [Mel- 
bourne]. 


The authors report on 100 infants and children 
with hydrocele who were treated at 2 children’s 
hospitals in Melbourne and Adelaide, Australia. A 
wide anatomic variety of the hydrocele sac was 
observed, with all intervening gradations between 
the simplest communicating type of sac and the 
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most complex noncommunicating and multiple 
saccular formations. Whether communicating or 
noncommunicating, such hydroceles were always 
associated with an abnormal patency of at least the 
proximal part of the processus vaginalis testis. From 
the succession of types observed, the natural his- 
tory of evolution of the various forms was con- 
sidered as beginning with simple patency of the 
vaginal process and its gradual distention by peri- 
toneal fluid. If delaved spontaneous obliteration of 
the entire vaginal process should occur, then spon- 
taneous cure will result and the fluid will be reab- 
sorbed. But if a fine vaginal process should become 
obliterated only at its junction with the hydrocele, 
the next evolutionary change would be the dilata- 
tion of that portion of the process immediately 
above the distal sac. When the communicating 
process is wide and has a communication with a 
distal sac, progressive enlargement of the hydrocele 
might take place upwards into the cavity of the 
hernial sac above, producing a rather bizarre “inner 
sleeve” arrangement which had not been reported 
before. 

These findings suggested the concept of a con- 
genital origin of the hydrocele, and this concept 
was supported by additional evidence. The right- 
sided preponderance, typical of hernias and un- 
descended testes, was likewise found for these 
hvdroceles. A history was usually elicited, even in 
the apparently noncommunicating cases, of inter- 
mittent variation in the size of the hvdrocele at 
some stage in its life history. The fluid from both 
communicating and noncommunicating hydroceles 
was microscopically and chemically indistinguish- 
able from peritoneal fluid. Surgical treatment, 
therefore, was directed to the vaginal process alone. 
Simple herniotomy with transfixion, ligation, and 
division of any patent derivative or strand of the 
vaginal process was performed. The hydrocele was 
emptied by simple aspiration or minimal stab in- 
cision. Imprisoned hydrocele fluid was shown to 
be reabsorbed from both communicating and non- 
communicating hydroceles after simple operative 
ablation of a patent funicular process. If the hydro- 
cele sac was left behind, emptied of its fluid, reac- 
cumulation of such hydrocele fluid did not occur 
after severance of the funicular process or strand. 
Of the 100 children operated on, 6 had had recur- 
rences after previous orthodox surgery; these re- 
currences were always associated with a fine patent 
vaginal process which had been overlooked at the 
original operation. Severance of this fine process 
cured the condition. The more extensive interfer- 
ence with the hydrocele sac inherent in orthodox 
surgical procedures is therefore unnecessary. In 
infants, the management of hydroceles should be 
expectant because of the tendency to spontaneous 
cure. 


MEDICAL LITERATURE ABSTRACTS 


NEUROLOGY & PSYCHIATRY 


The Uveo-Encephalitic Syndrome or Vogt-Koy- 
anagi-Harada Disease. H. Reed, A. Lindsay, J. L. 
Silversides and others. Canad. M. A. J. 79:451-459 
(Sept. 15) 1958 [Toronto]. 


The uveo-encephalitic syndrome is characterized 
by uveitis, depigmentation of skin and hair, and 
cerebral manifestations. It has long been recognized 
by ophthalmologists, but it may present a diag- 
nostic problem to general physicians, neurologists, 
neurosurgeons, and dermatologists. The authors 
review the literature, report 5 more cases, and dis- 
cuss the etiology of the condition. Although Vogt is 
usually given credit for being the first to describe 
this syndrome in 1906, it was described by Hutchin- 
son in 1892. Koyanagi wrote an account of this 
disease in 1929, reviewing 12 cases from the litera- 
ture and presenting 4 of his own. He described the 
clinical picture of headache, fever, bilateral uveitis, 
dysacousia, vitiligo, poliosis, and alopecia. After 
Koyanagi’s publication the condition was known as 
the Vogt-Koyanagi disease. In 1926 Harada de- 
scribed 5 cases characterized by bilateral posterior 
uveitis with inferior exudative retinal detachments. 
For nearly two decades it was considered that the 
Vogt-Kovanagi disease and the Harada disease 
were 2 separate entities, the difference being that 
in the former the uveitis was anterior in situation 
and no detachment occurred, while in the latter the 
uveitis was posterior and was accompanied by ret- 
inal detachment; but this distinction is not justified. 

Great variations in the severity of the clinical 
picture may occur, and incomplete manifestations 
of the disease are probably common. It has been 
pointed out that bilateral uveitis with pleocytosis 
of the cerebrospinal fluid is not uncommon and that 
such cases should probably be considered as 
“formes frustes” of this disease. The 5 cases pre- 
sented here show the great variations in severity 
and in the clinical picture which may be encoun- 
tered. The first patient exhibited mild manifesta- 
tions of the disease. The second patient had retinal 
detachment in one eye only. His case was unusual 
in that a severe encephalitis developed, which re- 
sulted in diabetes insipidus and a permanent psy- 
chosis. The third patient had a condition typical 
of the picture described by Harada with bilateral 
retinal detachments. The fourth patient illustrates 
an unusual mode of onset because recurrent uveitis 
preceded the neurological signs. It is interesting 
that, whereas the ocular manifestations failed to 
respond to corticosteroids, the neurological lesions 
rapidly responded to a dose of Meticorten which 
was more than double the previous dose. In the 
fifth patient the disorder presented as a_ bilateral 
retrobulbar neuritis and then developed into an 
apparently typical Harada pattern with recovery. 
Two theories concerning the cause of this disease 
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have been advanced, namely, that it is (1) a virus 
infection and (2) an allergy to uveal pigment. At 
the present time the weight of evidence suggests a 
virus as being the cause. No effective treatment is 
known, except that some reports suggest that corti- 
costeroids might be of value. Wider recognition of 
the disease is important, so that unnecessary craniot- 
omies will be avoided, because severe cases may 
resemble a rapidly expanding intracranial space- 
occupying lesion. 


Deficiency of Vitamin B-Complex Causing Psychi- 
atric Symptoms of Atypical Endogenous Depres- 
sion. E. J. W. Keuter. Nederl. tijdschr. geneesk. 
102:1501-1503 (Aug. 2) 1958 (In Dutch) [Amster- 
dam]. 


The author presents the history of a 40-year-old 
woman who was referred to a psychiatric clinic 
because of severe depression. Pernicious anemia 
was thought of, because the diameter of the eryth- 
rocytes was enlarged, and achylia gastrica was 
detected, but sternal puncture did not corroborate 
this diagnosis. Since the patient also had hypo- 
chromia, she was treated with iron and hydrochloric 
acid. The psychiatric picture, which had existed for 
17 years, remained uninfluenced by electroshock 
and chlorpromazine treatments. Later, a pellagra- 
like syndrome was recognized, and it was found 
that the vitamin B, content of the blood was low. 
The administration of vitamin B complex caused 
disappearance of psychiatric symptoms, so that the 
patient could be discharged from the clinic. 


GYNECOLOGY & OBSTETRICS 


Myopathy of the Climacteric (Menopausal Mus- 
cular Dystrophy). H. E. Kaeser. Schweiz. med. 
Wehnschr. 88:849-855 (Aug. 30) 1958 (In German) 
[Basel, Switzerland]. 


The author groups the climacteric or menopausal 
form of muscular dystrophy with the degenerative 
myopathies, which presumably are caused by 
metabolic or endocrine disturbances, although the 
relationship has not been definitely established. In 
a survey tabulation of myopathies and myositides, 
3 main groups are differentiated: (1) hereditary 
forms; (2) myopathies resulting from metabolic dis- 
turbances; and (3) chronic myositides. The second 
group, in which the author includes menopausal 
muscular dystrophy, also embraces the myopathies 
that accompany the following disorders: hyperthy- 
roidism, hypothyroidism, liver diseases, pancreatic 
and adrenocortical insufficiencies, and vitamin E 
deficiencies. 

The author presents 3 established and 2 doubtful 
cases of climacteric myopathy. He points out that, 
after early reports by Nevin and Bramwell in 1936 
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and 1922, respectively, Shy and McEachern in 
1950 and 1951 presented several papers on a dis- 
order which they designated as “menopausal mus- 
cular dystrophy.” The disorder is characterized by 
weakness in the musculature of the pelvic and 
shoulder girdles; it occurs chiefly in women during 
and after the menopause. Muscular atrophy is not 
always evident, because the muscles are covered by 
fat tissue. The involved muscles are soft, the deep 
reflexes are normal in the early stages, but later 
they become weaker or completely abolished. The 
weakness appears first in the muscles of the pelvic 
girdle and later in a milder degree in those of the 
shoulder girdle. The women usually complain of in- 
creasing weakness while walking. When ascending 
the stairs, they have to pull themselves up by 
grasping the handrail. They cannot rise from a 
chair without aid, they fall without apparent rea- 
son, and later, when the arms become involved, 
they need help in dressing themselves. Other people 
notice the waddling walk and the increasing help- 
lessness. 

On biopsy, in the series examined, the muscles 
were pale. Histological examination showed spotty 
degeneration of the muscle fibers. Endocrine dis- 
orders could not be established. Electromyographic 
and transaminase studies were made. During the 
active phase of the myopathy the glutamic-oxalo- 
acetic transaminase was increased. With the ad- 
ministration of prednisone an impressive and last- 
ing clinical improvement could be observed in 1 
of 4 patients, with normalization of the transami- 
nase. There is no evidence as to whether meno- 
pausal muscular dystrophy is related to a myopathy 
or a chronic polymyositis. 


Meigs’s Syndrome. P. Stavem. Tidsskr. norske laege- 
for. 78:703-704 (Aug. 1) 1958 (In Norwegian) [Oslo]. 


In most cases of Meigs’s syndrome the pelvic 
tumor is the size of a child’s head or larger, but 
tumors smaller than a hen’s egg have been seen. 
According to Meigs, the term Meigs’s syndrome 
should be used only in cases in which the tumor 
consists mainly of fibrous tissue, as ascites and 
hydrothorax are fairly frequent only in fibrous ova- 
rian tumors. Sometimes there is marked hydrothorax 
which reaccumulates rapidly after tapping, while 
ascites is scanty and established on laparotomy. 
The fluid in the pleural cavity is like that in the 
peritoneal cavity and is usually a_transudate, 
though sometimes an exudate is found, with protein 
content of more than 3% and positive Rivalta test. 
In case of rapidly reaccumulating hydrothorax and 
pelvic tumor in a woman of any age, the possibility 
of Meigs’s syndrome should be considered. All the 
symptoms will disappear as by magic on removal 
of the tumor. Meigs’s syndrome is not to be ex- 
cluded because ascites cannot be demonstrated 
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clinically or because ascites and pleural fluid re- 
semble an exudate more than a transudate. A large, 
firm ovarian tumor may occasionally be mistaken 
for a fibromyoma of the uterus. In the case re- 
ported, in a woman, aged 37 years, admitted with 
a right-sided pleural effusion, there was rapid reac- 
cumulation after tapping. The effusion disappeared 
within 2 weeks after removal of a large fibroma 
of the ovary. 


Preservation of Ovarian Function in Combined 
Treatment of Early Cancer of the Cervix Uteri in 
Young Women. C. Krebs and N. Blixenkrone-Mgl- 
ler. Ugesk. lager 120:1012-1015 (July 31) 1958 (In 
Danish) [Copenhagen]. 


At the Radium Station in Aarhus during the one- 
year period 1949-1950, an attempt was made to 
prevent the grave complications of premature cli- 
macteric due to irradiation in young women with 
cancer of the neck of the uterus in early stage by 
lifting one ovary or both ovaries to a distance of 
at least 12 cm. from the tumor before radium treat- 
ment. Six of the 8 patients who received only 
radium treatment after the intervention have pre- 
served ovarian function. The material seems to 
show (1) that neither lifting of the ovaries as such 
nor preserved ovarian function has any adverse 
effect on the result of radium treatment of cancer 
of the neck of the uterus, (2) that it is not possible 
by the operation to attain preserved ovarian func- 
tion if combined radium-roentgen-ray treatment 
is applied, and (3) that after the intervention most 
of the patients given only radium treatment pre- 
serve their ovarian function. The authors intend 
to resume this method of treatment in patients un- 
der 40 years of age with cancer of the neck of the 
uterus in stages 1 and 2. If laparotomy shows the 
disease to be more advanced than indicated by 
the clinical examination, the intended intervention 
must be given up, as in such cases intensive ra- 
dium-roentgen-ray treatment is necessary. 


Precordial Murmurs During Pregnancy and Lac- 
tation. J]. W. Hurst, J. Staton and D. Hubbard. New 
England J. Med. 259:515-517 (Sept. 11) 1958 
[Boston]. 


A variety of innocent murmurs may develop 
during pregnancy and are often attributed to heart 
disease. Some of these murmurs are due to an 
increase in blood velocity and emanate from the 
heart itself, whereas others are of extracardiac 
origin. The precordial murmur in one patient was 
due to a bruit in a branch of the mammary artery; 
it persisted after delivery and vanished only upon 
termination of lactation. The precordial continuous 
murmur in a second patient originated in the large 
dilated veins of the breast and could be altered by 
firm pressure with the stethoscope bell, indicating 
that the murmur was extracardiac in origin and 
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suggesting that it was related to the vascular en- 
gorgement of the breast that occurs during preg- 
nancy. 


The Prophylaxis of Iron-Deficiency Anaemia in 
Pregnancy, D. N. S. Kerr and S. Davidson, Lancet 
2:483-488 (Sept. 6) 1958 [London]. 


The authors studied patients attending the 
antenatal clinic of the Simpson Memorial Maternity 
Pavilion in Edinburgh in an attempt to ascertain 
the incidence of anemia in pregnancy; the effect 
of season, age, parity, recent pregnancy, and dura- 
tion of pregnancy on the incidence and degree 
of anemia; the adequacy of the present diet of 
Edinburgh mothers; the most suitable forms of 
iron to be administered orally, if supplements are 
necessary; and the stage in pregnancy at which iron 
supplements should be started. It was found that, 
although severe anemia is rare at the beginning 
of pregnancy, mild anemia with a hemoglobin level 
of less than 12.6 Gm. per 100 ce. (or 85%) is com- 
mon. No correlation was found between incidence 
of anemia and age, parity, or number of pregnan- 
cies within the previous 5 years. An estimate of 
the average daily dietary intake of iron in pregnant 
women in Edinburgh suggested that it is slightly 
less than the 15 mg. usually recommended. The 
incidence or degree of anemia was not found to 
correspond closely with the dietary intake of iron. 

To obtain information about the potency and 
toxicity of certain iron preparations, an investiga- 
tion was undertaken on women attending the ante- 
natal clinic. The 430 women accepted for this 
investigation were assigned by random selection 
(choosing a card from a pack) to one of 4 groups. 
Group A (20%) received ferrous sulfate; group B 
(20%) received ferrous gluconate; group C (20%) 
received ferrous gluconate plus ascorbic acid; and 
group D (40%) formed the control group which 
received pills containing lactose. As regards gas- 
trointestinal side-effects, no difference was found 
between ferrous sulfate and ferrous gluconate, 
given in doses containing 105 mg. of iron daily. 
Neither preparation caused significantly more un- 
pleasant gastrointestinal symptoms than the other 
or than the control pilis containing lactose. The 
addition of ascorbic acid to ferrous-gluconate pills 
did not increase their therapeutic efficacy or reduce 
their toxic effects. The authors suggest the follow- 
ing scheme of supervision for antenatal patients: 
routine hemoglobin estimation at the first ante- 
natal visit; iron therapy from the first visit for all 
patients with an initial hemoglobin level of less 
than 12.6 Gm. per 100 cc. (85%); and routine ad- 
ministration of elemental iron in a dosage of at 
least 105 mg. daily to all patients from the 24th 
week to term. This dosage is provided by one 
300-mg. (5-grain) pill of ferrous gluconate 3 times 
a day. The customary dose of ferrous sulfate is 
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one 180-mg. (3-grain) pill 3 times a day, which 
provides a much greater amount of elemental iron, 
namely, 180 mg. per day. The choice of prepara- 
tion for iron therapy remains controversial. This 
study suggests that ferrous gluconate may be 
slightly more efficient than ferrous sulfate (when 
given in the same dosage in terms of elemental 
iron—namely, 105 mg. daily). 


A Report of 549 Cases of Breast Cancer in Women 
35 Years of Age or Younger. N. Treves and A. I. 
Holleb. Surg. Gynec. & Obst. 107:271-283 (Sept.) 
1958 [Chicago]. 


Five hundred forty-nine women, aged 35 vears 
or less, with cancer of the breast were studied at 
the Memorial Center for Cancer and Allied Diseases 
in New York from 1937 through 1949; sarcomas 
were excluded. Twenty-one patients were between 
the ages of 19 and 25 years, 124 between 26 and 
30 years, and 404 between 31 and 35 years. Eighty- 
two per cent of the patients were married; and 
66% had been pregnant at least once. The incidence 
of previous gynecologic surgery was only 5.2%, but 
additional gynecologic disorders were found. Nip- 
ple discharge was present in 5.5%, and bloody 
discharge outnumbered serous discharge. Infiltrat- 
ing duct carcinoma accounted for 86.6% of the 
pathological diagnoses. The minimum 5-year clini- 
cal cure rate was 30.7%, if all patients other than 
those known to be free of clinical evidence of 
recurrent or metastatic cancer 5 years after therapy 
were classified as failures. The 5-year clinical cure 
rate in terms of operability was 37.7%. If further 
selection were made in the group with operable 
disease, a maximum cure rate of 40.6% could be 
obtained. These data and a review of the literature 
indicate that carcinoma of the breast in young 
women offers a prognosis equal to that in older 
women, 

When axillary Ivmph node involvement was 
present, the clinical cure rate was lower than that 
found in older women, suggesting that the disease 
may be more lethal in the young patient when 
regional metastases have occurred. Outer quad- 
rant lesions showed a higher frequency of axillary 
node metastases than those arising in the inner 
quadrants; yet, the 5-year clinical cure rate was 
essentially the same, whether the tumor was lo- 
cated in the inner or the outer half of the breast. 
When axillary nodes were not involved, cancers 
located in the outer half of the breast bad an 8% 
better clinical cure rate, compared with the rate 
for inner half, midline, and central lesions com- 
bined. The prognosis was better for patients with 
the less common type of cancer of the breast, e. g., 
medullary, comedo, and colloid carcinoma, than 
for infiltrating duct carcinoma. The incidence of 
axillary node metastasis was likewise lower. In- 
filtrating duct carcinoma, grade 2, showed a lower 
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incidence of axillary node metastases and a higher 
clinical cure rate than grade 3. The higher the 
level of axillary node involvement, the poorer was 
the prognosis. Involvement of level 3, however, 
should not be used as a criterion of inoperability, 
since 16% of these patients were free of recurrent 
cancer 5 years or more after radical mastectomy. 

Although pregnancy occurring simultaneously 
with breast cancer had an extremely poor prog- 
nosis, the pregnancy should not be utilized as a 
criterion of inoperability. Pregnancy occurring 
subsequent to surgical therapy for cancer of the 
breast appeared to have little influence on prog- 
nosis. Definite conclusions concerning the manage- 
ment of pregnancy for women with concurrent 
cancer of the breast could not be formulated. Like- 
wise, no recommendations could be made regard- 
ing management of pregnancy for the woman 
previously treated for breast cancer. Patients who 
delayed longer than 6 months before surgical 
treatment showed a higher incidence of axillary 
node metastases and a lower clinical cure rate than 
patients who sought medical care earlier. Post- 
operative x-ray therapy, regardless of axillary node 
involvement, had no influence on the clinical cure 
rates. 

Patients considered clinical failures had a median 
survival of slightly over 2 vears. More than two- 
thirds had died by the end of the third vear. There 
was no postoperative mortality in 399 patients 
treated by radical mastectomy. When the axillary 
lymph nodes were uninvolved, prophylactic cas- 
tration did not affect the clinical cure rates. When 
the axillary nodes were involved, the 5-year clinical 
cure rate was 8.3% higher in patients who were 
castrated. The median survival after therapeutic 
castration for metastatic cancer of the breast was 
9 months. Prophylactic simple mastectomy is not 
to be recommended even in the presence of a 
significant familial history of cancer of the breast. 
The incidence of axillary node metastasis increased 
proportionately with the size of the tumor. The 
5-vear cure rate diminished as the size of the tumor 
increased. Tumor size alone was of significant 
prognostic import, whether the axillary nodes were 
involved or not. 

These data suggest that certain criteria of oper- 
efility should be modified. Even young women 
wth axillary node metastases at the highest level 
have a 16% chance for 5-year clinical cure. Early 
diagnosis and prompt radical surgery offer the best 
chance for survival. The maximum opportunity for 
5-year clinical cure exists when the primary lesion 
is small and still localized to the breast. Tumors 
occurring in the breast during pregnancy should 
be treated immediately. The previous impressions 
of poor prognosis for breast cancer in the young 
woman who is not concurrently pregnant must be 
supplanted by a more hopeful outlook. 
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PEDIATRICS 


Serious Coxsackie Infection in Infants and Chil- 
dren: Myocarditis, Meningoencephalitis, and Hepa- 
titis. D. M. Hosier and W. A. Newton Jr. A. M. A. J. 
Dis. Child. 96:251-267 (Sept.) 1958 [Chicago]. 


There is increasing evidence to show that Cox- 
sackie virus, group B, may cause fatal myocarditis 
in the neonatal period. This prompted the authors 
to report on the isolation, during a nonepidemic 
period, of a Coxsackie, group B, virus in 2 male 
infants, a female infant, and a 5-year-old boy 
admitted to hospital in the last 2 years. The 7- 
week-old boy died of heart failure after a 10-day 
illness. The autopsy findings consisted of a severe 
necrotizing inflammation of the myocardium and 
evidences of cardiac failure elsewhere in the body. 
Coxsackie virus, group B, type 4, was isolated from 
the myocardium. A blood culture yielded no 
growth. The 8-day-old girl was hospitalized with 
a diagnosis of sepsis showing jaundice and lethargy. 
A progressive cardiac lesion and a bleeding ten- 
dency developed, and the patient died after an 
illness of about 9 days. Postmortem examination 
showed extensive focal necrosis of the heart and 
liver, a mild meningoencephalitis, and focal ne- 
crotizing infection of the adrenal. Coxsackie virus, 
group B, type 4, was isolated from the heart, liver, 
kidney, and lung. No virus isolation studies were 
performed on the 6-day-old boy who died on the 
day of admission. The infant’s mother was incu- 
bating pleurodynia at the time of delivery and 
developed the typical clinical findings 24 hours 
post partum. The infant’s myocardium showed no 
morphologic changes, but diffuse meningoencepha- 
litis, severe focal hepatic necrosis, necrosis of the 
entire fetal cortex of the adrenal, and focal necrosis 
of the bone marrow were found at autopsy. It was 
postulated that the brain and liver changes were 
produced by a Coxsackie, group B, virus infection. 
The 5-vear-old boy recovered from myocarditis, 
during the acute phase of which a Coxsackie virus, 
group B, type 2, was isolated from the stool, and 
a subsequent rise in homologous serum neutraliz- 
ing antibodies was demonstrated. Treatment with 
digitalis and cortisone produced improvement, al- 
though cardiac enlargement persisted for 10 
months. The patient recovered completely. 

According to the literature, the predominant 
finding in isolated myocarditis has been interstitial 
inflammation, while necrosis of muscle fibers 
seemed to predominate in virus myocarditis. These 
findings induced the authors to review their own 
observations made between 1951 and 1957 at au- 
topsy on 9 infants and children with myocarditis 
of varying severity. All but 2 of these patients died 
during the summer months. The degree of cellular 
infiltration paralleled the amount of myocardial 
necrosis in all but one patient. The brain and the 
liver showed a significant incidence of pathological 
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changes in these children with myocarditis. Four 
of the 9 showed a mild to severe meningoencepha- 
litis, and 4 had moderate to severe hepatic necrosis, 
with little or no cellular reaction. The distribution 
of the necrosis was centrilobular in most, but some 
showed an irregular pattern of focal necrosis. It is 
of interest to note, however, that the children who 
showed the hepatic changes had only mild to 
moderate changes in the myocardium, while those 
showing marked myocardial damage showed no 
liver damage histologically. 


Acute Cerebellar Ataxia of Undetermined Origin 
in Childhood. D. N. Walcher and A. T. Ross. 
A. M. A. J. Dis. Child. 96:278-283 (Sept.) 1958 
[Chicago]. 


The authors call direct attention to a syndrome 
of acute cerebellar ataxia which, as a rule, carries 
an excellent prognosis. Twenty patients with acute 
cerebellar ataxia, unassociated with any definite 
cause, 17 of whom were between the ages of 9 
months and 4 years and 3 were aged 7 or 8 years, 
were seen at the Indiana University Medical Center 
and the Indianapolis General Hospital between 
1948 and 1957. Premonitory symptoms of listless- 
ness, drowsiness, fever, vomiting, headache, or a 
cold were present in 13 children and preceded the 
ataxia by one or several days. The main feature 
was the rapid development of ataxia, which always 
affected the trunk and legs and in some children 
the arms as well. No abnormalities were detected 
in the ocular fundi. The hyporeflexia often seen in 
cerebellar lesions was common. Neurological ex- 
amination disclosed no clinical evidence of involve- 
ment of structures other than the cerebellum. The 
average period for complete recovery was 5 weeks. 
As a rule, the children had a single episode of 
ataxia, but 2 of them had relapses. 

It appears that this disease provokes little sys- 
temic response to whatever may be the causative 
agent, a fact in keeping with its benign course. The 
cause of the disease is undetermined, but it is 
presumably a viral infection. Tumor of the poste- 
rior fossa, acute labyrinthitis, encephalitis, drug 
intoxication, and hysteria are the most important 
conditions for which differential diagnosis is re- 
quired. 


Oral Phenoxymethy] Penicillin Therapy in Prophy- 
laxis of Recurrent Rheumatic Fever. S. Kaplan. 
A. M. A. J. Dis. Child. 96:288-293 (Sept.) 1958 
[Chicago]. 


The author reports the results in a group of 266 
patients in whom oral administration of phenoxy- 
methyl penicillin (penicillin V) had been used ex- 
clusively as a prophylaxis against recurrences of 
acute rheumatic fever. All the patients studied had 
had at least one previous episode of acute rheu- 
matic fever. Throughout the period of study they 
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were treated with one oral dose of phenoxymethy] 
penicillin, 125 mg. (or 200,000 units) daily. In the 
event of an intercurrent acute streptococcic infec- 
tion, the amount of phenoxymethy] penicillin given 
was increased to 625 mg. (1 million units), admin- 
istered in divided doses daily for a period of 10 
days. There were no instances of toxic effects due 
to the oral administration of phenoxymethyl peni- 
cillin. 

There was a recurrence of acute rheumatic fever 
among only 6 (2.2%) of the 266 patients studied. 
Three of these patients had had at least 3 episodes 
of acute rheumatic fever prior to the institution 
of penicillin phophylaxis. A 4th patient had a re- 
currence of acute rheumatic fever while still being 
given steroid therapy. It is possible that the 4 
patients were still in an active subclinical phase 
of rheumatic fever when a clinical recurrence be- 
came manifest. One episode of subacute bacterial 
endocarditis due to a streptococcus organism of 
the viridans group occurred during the period of 
penicillin prophylaxis. This infection was cured by 
larger oral doses of phenoxymethyl! penicillin. The 
low incidence of recurrence of rheumatic fever 
and intercurrent infection due to beta-hemolytic 
streptococci, group A, indicates that this form of 
prophylaxis is practical and successful. 


Chronic Renal Disease in Children: Correlation of 
Clinical Findings with Morphologic Characteristics 
Seen by Light and Electron Microscopy. L. R. 
Vernier, M. G. Farquhar, J. G. Brunson, and R. A. 
Good. A. M. A. J. Dis. Child. 96:306-343 (Sept.) 
1958 [Chicago]. 


The authors report a study on 72 kidney biopsy 
specimens from 58 children with diffuse renal dis- 
ease. Included were children suffering from anaphy- 
lactoid purpura, disseminated lupus erythematosus, 
acute, subacute, and chronic glomerulonephritis, 
and the nephrotic syndrome. Needle biopsy of the 
kidney was found to be a safe, relatively atrau- 
matic procedure in children, worthy of extensive 
use as an investigative technique. Light microscopy 
revealed the renal lesion of anaphylactoid purpura 
to be segmental glomerulitis characterized by oc- 
clusion of lobules of the glomeruli by fibrinoid 
material. The glomerular lesion observed in ana- 
phylactoid purpura is similar to an abnormality 
often seen in disseminated lupus erythematosus, 
and it is suggested that anaphylactoid purpura 
probably should be classified as a systemic fibrinoid 
vascular disease. 

The characteristic pathological abnormalities ob- 
served in kidney biopsy specimens from children 
with disseminated lupus erythematosus varied from 
segmental vascular fibrinoid lesions to severe glom- 
erulonephritis. Serial biopsies in 3 children treated 
with intensive prolonged corticosteroid therapy 
confirmed the clinical and laboratory evidence of 
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improvement in renal disease during the interval 
of treatment. Renal biopsy may occasionally aid 
in the confirmation of the diagnosis of disseminated 
lupus erythematosus when other evidence is in- 
conclusive. 

Biopsy findings in the patients with glomerulo- 
nephritis, including acute, subacute, and chronic 
cases, supported the concept that acute strepto- 
coccic nephritis is an entity separate from subacute 
or chronic glomerulonephritis. The pathological 
findings obtained by kidney biopsies in patients 
with the nephrotic syndrome are correlated with 
the clinical and laboratory features of the disease. 
It is concluded that the pathology of nephrosis is 
related to the duration and the severity of the 
disease. 

Electron microscopic observations of 42 renal 
biopsy specimens from children with glomerulo- 
nephritis, the nephrotic syndrome, and dissemi- 
nated lupus erythematosus revealed glomerular 
changes. The 3 distinct components of the glomer- 
ular capillary wall—endothelium, lamina densa, 
and epithelium—appear to be differently involved 
early in the course of each of these diseases. The 
principal glomerular abnormality observed in the 
nephrotic syndrome and the only abnormality seen 
in early or “pure” nephrosis are a marked loss or 
smudging of epithelial-cell foot processes. Abnor- 
malities of the foot processes have not been seen 
as an early manifestation in patients with anaphy- 
lactoid purpura, glomerulonephritis, or dissemi- 
nated lupus erythematosus. 

Electron microscopy of glomeruli from patients 
with glomerulonephritis revealed pronounced pro- 
liferation of endothelial cells, some proliferation of 
epithelial cells, and an accumulation of basement- 
membrane-like material. Early in the course of 
glomerulonephritis, the epithelial-cell foot proc- 
esses appeared normal. In the subacute and chron- 
ic forms of glomerulonephritis, severer degrees of 
basement membrane proliferation were observed. 
Electron microscopy of kidney biopsy specimens 
obtained early in the clinical course of acute dis- 
seminated lupus erythematosus revealed basement 
membrane thickening and variable degrees of endo- 
thelial proliferation. The severity of the basement 
membrane involvement in disseminated lupus 
erythematosus seems to be related to the duration 
of the disease process. Abnormalities of the epi- 
thelial cells were encountered only late in the 
course of the disease. 


Repeated Follow-up on Fate of 298 Asthmatic 
Children. E. Ryssing. Ugesk. lager 120:1052-1056 
(Aug. 7) 1958 (In Danish) [Copenhagen]. 


In 1944, 298 children with asthma were followed 
up. In 1957, follow-up of 281 of the 293 survivors 
showed only 106 to be free from symptoms; 16 of 
these had received desensitization treatment. Thus, 
90 patients, or about 30%, had outgrown the disease 
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or had become free from symptoms after different 
forms of unspecific treatment. Of the 165 patients 
with symptoms, 135 could do full-time work, 15 
found work difficult, 16 were unable to work, and 
1 was mentally incapacitated. Ten patients had 
died, 9 of asthma and 1 of chronic bronchitis. The 
best chance for continued freedom from symptoms 
of asthma is in children in whom the disease sets in 
early, is of short duration, and disappears about 
the age of 15 vears. 


Lymphosarcoma in Childhood. S. A. Rosenberg, 
H. D. Diamond, H. W. Dargeon and L. F. Craver. 
New England J. Med. 259:505-512 (Sept. 11) 1958 
[Boston]. 


At the Memorial Center for Cancer and Allied 
Diseases in New York the group of cancers known 
as Ivmphosarcoma were analyzed, particular at- 
tention being given to their occurrence in children. 
This study covers the 30-year period from 1928 to 
1957, but in order to provide a follow-up period of 
at least 5 vears, only patients in whom the disease 
began before 1953 are considered. Of 1,269 pa- 
tients, 69 (or 5.4%) were less than 15 vears of age. 
The authors use the term “lymphosarcoma” to in- 
clude all primary malignant tumors of lymphoid 
origin except Hodgkin's disease. An attempt was 
made to exclude patients with leukemia. The in- 
creased frequency of lymphosarcoma in males was 
seen in the entire group, but the male preponder- 
ance was greatest in late childhood, reaching a 
maximum of 4.5:1.0 in the age group from 11 
through 15 years. The ratio of males to females 
approaches unity in the very young and in the 
very old. Cervical lymph node enlargement is the 
most common presenting manifestation in chil- 
dren as well as in adults, but the disease in child- 
hood presents with abdominal symptoms about 
twice as often as in adults. In the 15 children 
in whom abdominal symptoms were the initial in- 
dications of disease, exploratory laparotomy re- 
vealed primary lesions of the small intestine in 5 
cases and a lesion of the ileocecal region in 1. Two 
of these 6 children had mesenteric lymph node in- 
volvement as well, and in 3 patients intussusception 
resulted from the intestinal tumor. 

Roentgenographic manifestations of lymphosar- 
coma in children were found to parallel those seen 
in adults. Obstruction of the superior vena cava, 
with characteristic dyspnea, cyanosis, venous en- 
gorgement, and edema of the upper half of the 
body, which is often described as a late manifesta- 
tion, was seen in 5 children (or 7.2%). Ten of the 
69 children (or 14.5%) showed a transition suggest- 
ing a leukemic change. Of the 42 children with 
small-cell lymphosarcoma, the cases of 9 (or 21.4%) 
ended in leukemia, 5 of these being indistinguish- 
able from acute leukemia. The remaining 4 were 
classified as leukolymphosarcoma, with incomplete 
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bone marrow invasion or characteristic lymphosar- 
coma cells in the peripheral blood. One child with 
reticulum-cell sarcoma showed a picture of acute 
leukemia during the course of the disease. It was 
found that, when bone marrow invasion occurred 
in children, acute leukemia usually supervened, and 
the therapeutic regimen should be designed in ac- 
cordance with that diagnosis. 

Though the treatment of Ilvmphosarcoma, espe- 
cially in childhood, is unsatisfactory, the authors 
feel that judicious use of x-ray therapy continues to 
be the backbone of the therapeutic program and 
can provide relief of distressing symptoms and be 
lifesaving, if only for an unpredictable period. The 
use of the polyfunctional alkylating agents, alone 
and combined with adrenal steroids, provides little, 
if anv lasting, benefit to the majority of children. 
The antimetabolic drugs, chiefly the folic acid 
antagonists, appear to be useful, particularly in 
children with a picture of acute leukemia. In spe- 
cific problems, such as superior vena caval ob- 
struction and spinal cord compression, the poly- 
functional alkvlating agents administered before 
radiation therapy appear to have both anticon- 
gestant and antitumor effects. The fact that 17.4% 
of 5-vear survivals were among the children, com- 
pared with 27.7% among the adults, demonstrates 
the seriousness of Ivmphosarcoma in childhood, 
but it should nevertheless discourage a defeatist 
attitude. 


UROLOGY 


Serum Mucoproteins in Prostatic Carcinoma. J. A. 
Arcadi. J. Urol. 80:192-193 (Sept.) 1958 [Baltimore]. 


There frequently is an increase in the amount of 
protein-bound carbohydrates of blood serum in 
patients with carcinoma. Evidence was presented 
that the carbohydrate-containing protein of the 
serum arose from the “ground substance” of the 
connective tissue, which is the nonfibrillar com- 
ponent or intercellular cementing substance 
through which collagen and reticulin grow and 
upon which cells rest (i. e., the basement mem- 
brane). In the region of tissue injury, and around 
growing tumors, the protein-bound carbohydrate 
(glycoprotein or mucoprotein) was found to be ex- 
tremely water soluble, as opposed to its relative 
water insolubility in normal tissue. The author 
presented evidence showing that the connective 
tissue glycoprotein of untreated prostatic cancer is 
quite different in appearance from that of estrogen- 
treated or castration-treated prostatic cancer. 

Two groups of patients were studied. The con- 
trol group consisted of 25 persons without clinical, 
roentgenologic, or biochemical evidence of prostatic 
cancer. The study group consisted of 33 patients 
with histologically proved carcinoma of the pros- 
tate. Those who were treated received Stilbestrol 
in a dose of 3 mg. per day and/or had a bilateral 
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orchiectomy. Blood was drawn with the patient 
fasting. Mucoproteins were determined by a slightly 
modified Winzler method. In the control group, 
the values of serum mucoproteins ranged from 9 
to 17.2 mg. per 100 cc.; this averages 13.2 mg. per 
100 ce. In patients with untreated prostatic cancer, 
the values of serum mucoproteins ranged from 23.3 
to 86 mg. per 100 cc.; the over-all average was 
49 mg. per 100 ce. All the patients with carcinoma 
had elevated serum mucoprotein levels. Fourteen 
patients were followed as to the response of their 
serum mucoproteins to bilateral orchiectomy and/or 
Stilbestrol administration. In 12 of the 14 patients 
a decline in serum mucoproteins was noted 1 to 7 
days after the institution of therapy. In 3 patients a 
rise in serum mucoproteins, after an initial decline, 
heralded a relapse that was not clinically evident 
for several more weeks. This observation suggests 
that the level of serum mucoproteins in prostatic 
cancer may be of prognostic significance. Most of 
the patients with prostatic cancer had metastases. 
It is suggested that serum mucoprotein determina- 
tions be made also in patients in whom the tumor 
is still confined to the prostate. The observations 
presented further prove the importance of the 
ground substance in prostatic cancer. 


Impotence and the Leriche Syndrome: An Early 
Diagnostic Sign; Consideration of the Mechanism; 
Relief by Endarterectomy. V. J. O'Conor Jr. J. Urol. 
80:195-198 (Sept.) 1958 [Baltimore]. 


A young man, whose presenting complaint was 
inability to maintain penile erections, was found to 
have early arteriosclerotic occlusion of the aortic 
bifurcation (Leriche syndrome). Complete return of 
erectile function followed aortoiliac thromboen- 
darterectomy. Partial impotence may be the earliest 
manifestation of impaired pelvic blood flow and 
may be present with minimal occlusive disease of 
the aorta or iliac vessels. Impotence has been de- 
scribed in patients with localized iliofemoral ar- 
teritis, the mechanism being ascribed to reflex 
vasospasm of the pelvic arteries. In this condition, 
striking relief has been effected by lumbarsym- 
pathectomy. In general, partial or incomplete im- 
potence is produced by organic disease, either 
neurological or, as in this case, vascular in origin. 
This differs distinctly from the total impotence as- 
sociated with psychic disorders. 


OPHTHALMOLOGY 


Horner’s Syndrome: An Analysis of 216 Cases. C. L. 
Giles and J. W. Henderson. Am. J. Ophth. 46:289- 
296 (Sept.) 1958 [Chicago]. 


The classical description of Horner’s syndrome 
lists the components as miosis, ptosis of the upper 
lid, anhidrosis, and enophthalmos—all on the 
affected side. Clinicians have designated as Horn- 
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ers syndrome many cases in which only ptosis and 
miosis have been present. The studies presented 
aim to determine the anatomic site of sympathetic 
interruption and the etiological factors involved in 
216 patients with Horner's syndrome observed over 
a period of 21 years (1936 to 1957) at the Univer- 
sity Hospital in Ann Arbor, Mich. The diagnosis 
had been verified by either the neurological or the 
ophthalmological service. The constant diagnostic 
features included ptosis and miosis plus a variable 
number of other signs. 

The following conclusions were drawn from this 
study: i. The most common site of interruption of 
the sympathetic pathway to the eye is in the sym- 
pathetic trunk and in the postganglionic fibers be- 
fore they course intracranially. The upper thoracic 
and lower cervical anterior spinal roots are affected 
less than half as often as the sympathetic trunk, 
while the brain stem, spinal cord, and intracerebral 
postganglionics are only rarely affected. 2. Neo- 
plasia, malignant far more often than benign, is 
the most common etiological agent. Bronchogenic 
and metastatic carcinomas are the most frequent 
malignancies, and neurofibroma and thyroid ade- 
noma are the only significant benign tumors, Sur- 
gical procedures, nonoperative trauma, and vascular 
disease are less important causes of Horner's syn- 
drome. 3. Neoplasia is the most important factor 
incriminated in sympathetic trunk lesions, while 
trauma and vascular disease are the most frequent- 
ly encountered agents at the anterior spinal root 
and brain stem levels respectively. Interruption of 
the spinal cord sympathetic pathway was most 
commonly a result of trauma. Herpes zoster was 
the only lesion implicated in an intracranial post- 
ganglionic lesion. 4. Horner's syndrome is seen 
most commonly in the older age groups. In the 
first 2 decades of life trauma is the most common 
etiology. Malignant and benign neoplasms account 
for the largest percentage of sympathetic interrup- 
tion in the 3rd, 4th, and 5th decades. In the group 
over 50 years of age malignant tumors are more 
likely. 5. In view of the frequently serious nature 
of the lesions involved in the production of a 
Horner's syndrome, a complete investigation is 
warranted. 


THERAPEUTICS 


Mephentermine and the Arrhythmias. M. Wilson, 
M. Perez-Arzola and M. J. Oppenheimer. Am. J. M. 
Sc. 236:300-310 (Sept.) 1958 [Philadelphia]. 


The clinical studies described aimed to evaluate 
the acute response of various cardiac arrhythmias 
in the abnormal heart to mephentermine sulfate, a 
member of the pressor amine group of drugs. 
Twelve patients were studied: 8 males, from 52 to 
80 years, and 4 females, from 24 to 36 years of age. 
One patient was studied on 2 different occasions. 
Seven patients had arteriosclerotic heart disease; 3, 
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hypertensive heart disease; 1, active rheumatic 
fever; and 1, a congenital complete heart block. 
Six were in chronic congestive heart failure, and 
one had had a recent myocardial infarction. Nine 
patients were receiving digitalis; one was consid- 
ered to have digitalis toxicity. After a 12-lead elec- 
trocardiogram and after a long tracing of the lead 
that showed best either the P wave or the arrhyth- 
mia, mephentermine sulfate was given intraven- 
ously. Subsequent long tracings were taken after 
each administration of the drug and from 10 min- 
utes to 4'2 hours after completion of total dosage. 
In some cases electrocardiograms were taken the 
next day. 

It was found that mephentermine sulfate has an 
antiarrhythmic effect upon the diseased human 
heart. This salutary action was especially noted in 
patients with ventricular ectopic systoles. The 
mechanism of action is a decrease in the refractory 
period, an increase in the velocity of conduction, 
and a positive inotropic effect. With doses up to 
3 mg. per kilogram administered intravenously, 
there was no significant electrocardiographic effect 
in patients with chronic atrial fibrillation. Effective 
reduction in functional atrioventricular block was 
produced. Supraventricular tachycardia with sec- 
ond-degree atrioventricular block represents a con- 
traindication to the use of mephentermine. The 
antifibrillatory properties of mephentermine may 
be of value in open heart surgery with therapeutic 
cardiac arrest. Theoretically, an oral preparation of 


mephentermine may find use as an adjuvant to 
digitalis in patients with chronic congestive heart 
failure. 


Results of Treatment of Tuberculous Meningitis by 
Oral Administration of Neoteben. J]. Gehrt. Mo- 
natsschr. Kinderh. 106:357-361 (Aug.) 1958 (In Ger- 
man) [Berlin]. 


The author reports on 70 children, between the 
ages of less than 2 and 14 vears, with tuberculous 
meningitis who were treated at the pediatric clinic 
of the City Hospitals in Wuppertal, Germany, be- 
tween 1948 and 1957. Of the 70 children, 34 were 
treated with streptomycin given by intramuscular 
and intrathecal routes; 11 of these obtained a cure, 
while 23 died. Seven children treated in 1951 and 
1952 were given for the first few weeks or months 
streptomycin by intramuscular and _ intrathecal 
routes and then Neoteben, a proprietary prepara- 
tion of isonicotinic acid hydrazide, given orally in 
doses of 10 mg. per kilogram of body weight; all 7 
children obtained a cure, although 3 of them suf- 
fered permanent mental impairment. Of the re- 
maining 29 children who were treated between 
1952 and 1957, one group of 6 received combined 
treatment with streptomycin and Neoteben; 2 of 
the 6 died within the first 5 days after admission; 
of the surviving 4, 2 obtained a cure, and 2 died. 
In the other group of 23 children, who received 
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Neoteben exclusively or Nicoteben, a compound of 
Neoteben and isonicotinic aldehyde thiosemicarba- 


‘zone, 1 died within the first 5 days after admission; 


of the remaining 22, 20 obtained a cure, and 2 died. 
One of the 2 who died, and who had been given 
phenobarbital (Luminal) in addition to Neoteben, 
had a sudden onset of extensive hemorrhages of the 
skin and the mucosa in the complete absence of 
thrombocytes, thus presenting the picture of throm- 
bopenic purpura. An increased allergic disposition 
apparently was responsible for the occurrence of 
the thrombopenic purpura. 

The case of 1 of the 20 children who recovered, 
a 3'2-month-old infant with miliary tuberculosis 
and meningitis (positive cerebrospinal fluid in ani- 
mal experiments), is reported in detail. The child 
is at present 4 vears old and completely healthy. 
Early institution of treatment is essential. Neoteben 
should be given orally immediately, even if the 
result of lumbar puncture at first leaves it unsettled 
whether the patient may have abacterial or tuber- 
culous meningitis. Combined treatment with Neo- 
teben orally and streptomycin intrathecally should 
be given a trial in patients with far-advanced men- 
ingitis. A still further improved cure rate may be 
expected from early additional treatment with cor- 
tisone preparations. 


Initial Sensitivity to Streptomycin and Isoniazid of 
Mycobacteria Isolated from Previously Untreated 
Patients with Primary Pulmonary Tuberculosis. 
G. Spina, G. Mescolini and M. Zubiani. Ann. Ist. 
Carlo Forlanini 18:47-61 (No. 1) 1958 (In Italian) 
[Rome]. 


The authors investigated the resistance to strep- 
tomycin and to isoniazid of mycobacterium tuber- 
culosis, the organisms being recovered from the 
sputum and the gastric contents of 74 patients with 
primary pulmonary tuberculosis who had not pre- 
viously received chemotherapy. The virulence of 
the recovered tubercle bacilli was high, as was 
demonstrated by inoculating them into guinea pigs. 
Strains of bacilli resistant to streptomycin and/or 
isoniazid were found in 3 patients. The micro- 
organisms recovered from one patient, who was 20 
years of age, proved to be resistant to streptomycin 
in a concentration of 10 meg. per cubic centimeter 
and to isoniazid in a concentration of 0.5 meg. per 
cubic centimeter. The other 2 patients were a 
brother and a sister, aged 5 years and 17 :months 
respectively. The micro-organisms recovered from 
the boy proved to be resistant to streptomycin in a 
concentration of 100 meg. per cubic centimeter and 
to isoniazid in a concentration of 10 meg. per cubic 
centimeter. The micro-organisms from his sister 
were slightly resistant and only to isoniazid in a 
concentration of 0.1 meg. per cubic centimeter. 
Both brother and sister were infected with Myco. 
tuberculosis at the same time and apparently from 
the same source—an uncle. It is, therefore, possible 
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that the uncle spread simultaneously different 
strains of bacilli, each one being resistant to strep- 
tomycin and to isoniazid in varying degree. It is 
also likely that the authors were unable to isolate 
from the cultures derived from the girl those strains 
which were highly resistant to the 2 antibiotics. A 
combined treatment with streptomycin and_iso- 
niazid for 4 or 5 months brought about remission 
of the tuberculous disease in all 3 patients. 


Four Year Evaluation of an Antihypertensive Agent. 
E. Roberts. J. Am. M. Women’s A. 13:349-352 (Sept.) 
1958 [New York]. 


The author investigated the long-term effects of 
a combination drug, which contains rauwolfia, 
protoveratrine, and phenoxybenzamine in fixed 
amounts, since there was evidence that preparations 
containing small amounts of several antihyperten- 
sive agents, each of which acts on a different site 
of the vascular complex and thereby produces a 
combined therapeutic effect, may be superior to 
larger doses of a single drug. Sixty-five patients (51 
women and 14 men) were selected for evaluation 
on the basis of significantly elevated blood pres- 
sures and other symptoms associated with hyper- 
tension. Thirty patients were 60 years of age or 
older. Forty-seven patients had, in addition to ele- 
vated blood pressures, one or more of the following 
hypertensive symptoms: headaches, chest pains, 
dyspnea, insomnia, persistent fatigue, and pulse or 
heart consciousness. Mild neurotic symptoms, such 
as periodic moods of nervousness or depression, 
were present in 34 patients. Menopausal symptoms, 
manifested by menstrual disturbances, crying spells, 
and idiopathic gastrointestinal disturbances, were 
present in 17 patients. 

Seven patients withdrew from the evaluation 
during the first month. The remaining 58 patients 
were treated with the compound for periods up to 
4 years. Blood pressures were reduced to normo- 
tensive levels in 59% and to satisfactory levels in 
24%. Of 8 patients in whom normotensive pressures 
had been maintained for a year with the drug, and 
in whom medication was then discontinued, 7 re- 
mained normotensive; the other patient had a blood 
pressure elevation to pretherapy levels within 4 
months, but the blood pressure was again reduced 
to a normotensive level by resuming therapy. 

Fifteen patients complained of nasal congestion 
as a side-effect; 7 of these dropped out of the eval- 
uation during the first month; in the other patients 
the condition cleared up within 8 weeks. There 
were no other side-effects. Thirty patients (52%) 
had an excellent over-all response to the medica- 
ment, and another 18 (31%) had a good response; 
ten patients (17%) achieved relief of accompanying 
hypertensive symptoms but did not achieve low- 
ered blood pressures. The rauwolfia-protoveratrine- 
phenoxybenzamine preparation can be used when 
long-term antihypertensive therapy is required. 
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Antibiotics in Bartonellemia in Man. P. Larrea R. 
Arch. peruanos pat. y clin. 12:1-41 (March) 1958 
(In Spanish) [Lima, Peru]. 


One hundred fifteen patients with bartonellosis 
in the septicemic phase were observed at the Hos- 
pital of the Faculty of Medicine of the University 
of Lima between 1947 and 1957. The treatment 
consisted of the administration of antibiotics; peni- 
cillin, streptomycin, tetracycline, chloramphenicol, 
chlortetracycline, erythromycin, and nitrofurantoin 
(Furadantin) were used. The patients were placed 
in either of 2 groups: (1) those who were hospital- 
ized in the course of the toxic-infectious phase 
(with fever, bacillary forms of Bartonella organisms 
in the peripheral blood, and rapidly developing 
anemia) and (2) those who were hospitalized in the 
course of the immunity reaction of the body (with 
or without fever, coccobacillary forms of Bartonella 
organisms in the peripheral blood, and anemia in a 
stage of regeneration). In the 54 patients in the first 
group, all antibiotics gave satisfactory results: 
Fever abated within 24 hours and disappeared 
within 48 to 72 hours; destruction of red blood cells 
stopped within 48 hours, after which regeneration 
of the erythrocytes continued; and bacillary forms 
of Bartonella organisms changed into the cocco- 
bacillary forms within 24 hours and disappeared 
from the blood within 5 days. In the 59 patients in 
the second group, the results of antibiotic treatment 
could not be evaluated, since antibiotics act upon 
the bacillary but not upon the coccobacillary forms 
of Bartonella organisms. Destruction of the cocco- 
bacillary forms is accomplished by the reticulo- 
endothelial system. Fifty-nine patients out of the 
115 observed had complications. Salmonella or- 
ganisms of various types were identified in 25 
cases and other organisms in 10 cases. Twenty-nine 
patients with complications died. 

The author concludes that antibiotics are effi- 
cacious in controlling bacillary bartonellemia_ if 
they are administered during the toxic-infectious 
phase of the disease. Antibiotics do not prevent the 
secondary complications of bartonellosis. The per- 
centage of complications, the presence of Salmo- 
nella organisms, and the death rate are less in pa- 
tients treated with chloramphenicol than in those 
treated with other antibiotics. Chloramphenicol has 
a double effect on the bacillary forms of Bartonella 
organisms in the blood and on Salmonella  or- 
ganisms. 


New Therapeutic Drug (Iproniazid) in Angina 
Pectoris. A. Casellas Bernat. Med. clin. 30:322-328 
(May) 1958 (In Spanish) [Barcelona, Spain]. 


Satisfactory results from the administration of 
Iproniazid (a derivative of isoniazid) in patients 
with coronary insufficiency and frequently severe 
crises of angina pectoris were reported in Archivos 
del Instituto de cardiologia de Mexico (27:563-580 
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[Sept.-Oct.] 1957; abstracted, J. A. M. A. 166:1531 
[March 22], 1958). Eight patients with coronary 
insufficiency and angina pectoris and one with in- 
termittent claudication secondary to arteriosclerosis 
obliterans were treated with Iproniazid at the Hos- 
pital of the School of Cardioangiology of the Uni- 
versity of Barcelona between November, 1957, and 
February, 1958. The patients were between the 
ages of 29 and more than 50 years. In patients with 
coronary insufficiency, the anginal symptoms were 
severe on mild exertion and in some patients even 
at rest. The disease had lasted between 5 months 
and 5 years, with previous failure of all treatment 
in common use for angina pectoris. The electro- 
cardiograms of these patients showed pathological 
changes of the types of myocardial infarction, left 
branch blockage, or anterolateral ischemia. The 
patients had one or more of the following condi- 
tions: hypertension, marked cardiosclerosis, or 
syphilis. In the patient with intermittent claudica- 
tion, the disease had lasted 2 years; pain restricted 
walking at a distance of 50 meters. 

Iproniazid was given in daily doses of 150 mg. to 
the patients with angina pectoris and of 200 mg. 
to the patient with intermittent claudication. The 
drug was given for 10 consecutive days, after which 
the dose was diminished according to tolerance and 
individual needs. Anginal pain disappeared be- 
tween the 4th and the 13th day of administration 
in most patients; diminution of the dose did not 
cause its reappearance. In one patient, however, 
discontinuation of treatment resulted in the reap- 
pearance of pain, which disappeared only after re- 
establishment of treatment for a few days. Un- 
pleasant side-effects from the drug were mild, con- 
sisting of gastrointestinal and nervous disorders, 
dizziness, and difficult micturition. In no case did 
these secondary effects make it necessary to dis- 
continue administration of the drug. Partial re- 
covery of functional capacity has been obtained in 
all the patients. The patient with intermittent 
claudication has been able to walk a distance of 
about 1,250 meters (or three-fourths of a mile) with- 
out pain or discomfort. The author believes that 
Iproniazid is of value in angina pectoris and in 
intermittent claudication. The treatment calls for 
certain precautions; it should be given only by 
cardiologists to hospitalized patients. 


The Diagnostic Meaning of the Changes of Calcium 
Metabolism After Administration of Sex Steroids in 
Mammary and Prostatic Cancer. G. M. Molinatti, 
F. Camanni and M. Olivetti. Minerva med. 49: 
2389-2400 (June 16) 1958 (In Italian) [Turin, Italy]. 


The authors investigated the usefulness of a sex 
steroid stimulation test for hormone dependency, 
devised by Pearson, in 39 patients who had either 
mammary or prostatic cancer with osseous meta- 
stases. The test consisted in measuring calciuria, 
calcemia, and serum phosphorus and alkaline phos- 
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phatase levels before, during, and after the admin- 
istration of sex steroids to the patients. The pa- 
tients were kept on a low calcium diet throughout 
the investigation. Two courses of sex steroids, with 
a short drug-free period in between, were given to 
all patients. In the first course ethinyl estradiol was 
administered by mouth in daily doses of 0.15 mg. 
to 28 patients with advanced cancer of the breast, 
whereas testosterone propionate was given intra- 
muscularly in daily doses of 100 mg. to 11 patients 
with advanced prostatic cancer. The second course 
consisted in the administration of testosterone to 
the patients with mammary cancer and in the ad- 
ministration of estrogens to the patients with pros- 
tatic cancer. 

Before the administration of sex steroids, the 
urinary excretion of calcium was elevated in most 
patients with mammary cancer involving bones. 
Administration of estrogens produced a significant 
change in calcium and phosphorus metabolism in 
most patients with mammary cancer. Changes in 
the daily urinary excretion of calcium were the most 
significant metabolic response to estrogens. After 
administration of estrogens, calciuria increased 
only slightly in 2 patients who had a high calciuria 
level before the treatment, and it increased con- 
siderably in 7 patients who had a low calciuria 
level before the treatment. Calciuria changed in- 
significantly in 5 patients, and it decreased in 3 
patients. Increased calciuria was accompanied by 
deterioration in clinical symptoms, and the con- 
verse developed in patients with decreased cal- 
ciuria. The latter group consisted of postmeno- 
pausal women. Administration of androgens did 
not affect the calciuria level in patients in whom 
the estrogen therapy caused an increased calciuria 
level. Decreased calciuria was accompanied by 
relief of pain and by improvement in the state of 
health. The test devised by Pearson was a fairly 
accurate procedure for establishing the estrogen 
dependency of cancer of the breast in this series of 
patients and thus arriving at the most suitable 
endocrine treatment. The test, however, produced 
inconsistent responses in the daily levels of urinary 
excretion of calcium in patients with mammary 
cancer during the different phases of ovarian ac- 
tivity. 

Before the administration of sex steroids to pa- 
tients who had prostatic cancer with bone meta- 
stases, a decreased calciuria, an increased calcemia, 
a decreased serum phosphorus level, and an in- 
creased serum alkaline phosphatase level were ob- 
served. Administration of testosterone did not affect 
significantly the calcium and phosphorus metab- 
olism. Pain, however, was intensified considerably, 
which required discontinuance of the treatment. 
Consequently, Pearson’s test was not useful for 
investigating the androgen dependency of prostatic 
cancer, but it might be used for investigating the 
deterioration of pain related to it. Observation of 
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changes in calcium and phosphorus metabolism 
after administration of sex steroids in patients with 
mammary or prostatic cancer is a useful diagnostic 
procedure for detecting bone metastases earlier 
than by roentgenography. 


Systemic Lupus Erythematosus: Results of Treat- 
ment with Triamcinolone. E. L. Dubois. California 
Med. 89:195-203 (Sept.) 1958 [San Francisco]. 


Twenty-two women and 7 men, of an average 
age of 33.7 years, with active systemic lupus ery- 
thematosus were treated with triamcinolone (Aristo- 
cort), a new synthetic unsaturated derivative of 
prednisolone, for periods varying from 4 days to 
10'2 months and averaging 4.3 months. The average 
duration of illness from the time of onset was 92 
months. Four patients were well stabilized by the 
administration of other steroids when they were 
transferred to triamcinolone, and 14 had exacerba- 
tions of varying severity. The remaining 11 pa- 
tients had not recently received treatment with 
other steroids. Treatment with triamcinolone was 
instituted in these 11 patients with a daily dose 
varying from 4 to 40 mg. The average dose for 
beginning therapy in patients with mild systemic 
lupus erythematosus was 20.6 mg. per day. The 
average maintenance dose used to control mild 
exacerbations of the disease was 26 mg. per day. 
Triamcinolone proved to be 1.3 times as powerful 
as prednisone and 4.4 times more potent than 
hydrocortisone as an anti-inflammatory agent. There 
was no evidence of sodium retention or potassium 
loss. 

Sixteen patients underwent upper gastrointestinal 
roentgenologic studies before and during treatment 
with triamcinolone. There was no evidence of 
peptic ulcers except in one patient who was receiv- 
ing a daily dose of 96 mg. of the drug. Free and 
total gastric acidities were determined before and 
after subcutaneous injection of histamine in 9 pa- 
tients before and during treatment with triamcino- 
lone. No significant changes were noted in results 
of these tests, even in the patient who had an ulcer. 
No abnormal increase in uropepsin was noted in 
the patients in whom this factor was tested. 

The pattern of clinical improvement closely 
paralleled that obtained by previous treatment with 
older steroids. Seven of the 14 patients with 
exacerbations during treatment with the older anti- 
inflammatory hormones were better controlled and 
felt better with triamcinolone. There was a disap- 
pearance of all the clinical and laboratory ab- 
normalities produced by the disease, with the ex- 
ception of long-standing renal involvement. A major 
difference between the effects produced by tri- 
amcinolone and other steroids was a tendency of 
the patients to progressive gradual loss of weight, 
partly due to loss of fluid. Moon-face appearance 
produced by previous therapy with other steroids 
did not disappear. The cutaneous side-effects, par- 
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ticularly moon face, hirsutism, and _ striae, were 
moré pronounced than with the older steroids. The 
most serious side-effect was muscle weakness, 
which appeared in 6 patients, all women, within 4 
to 32 weeks after the institution of triamcinolone 
therapy. The profound muscle weakness, most pro- 
nounced in the quadriceps group, gradually cleared 
after treatment for several weeks with another 
steroid. Because of the great variability in dosage 
and individual unpredictability of action of the 
new agent, one may prefer to begin treatment of 
the average patient with systemic lupus erythema- 
tosus with hydrocortisone, unless there is a prob- 
lem of cardiorenal disease. 


First Observations on Therapy with Triamcinolone: 
Clinical, Laboratory and Experimental Findings. 
R. Scalabrino. Minerva med. 49:2825-2837 (July 21) 
1958 (In Italian) [Turin, Italy]. 

The author reports on the clinical and laboratory 
findings of triamcinolone therapy in 32 patients 
and on experimental study with the drug in rats. 
Rheumatic fever was present in 4 patients, rheu- 
matoid arthritis in 4, granulocytopenia in 2, acute 
leukemia in 2, grave sepsis in 4, bronchial asthma 
in 2, scleroderma in 1, psoriasis in 1, dermatitis 
herpetiformis in 1, premenstrual syndrome accom- 
panied by presence of androgen substance in the 
blood in 2, hay fever in 3, exudative pleuritis in 2, 
metastatic mammary cancer with bilateral ad- 
renalectomy in 1, food allergy with diffuse urticaria 
in 1, and diabetes associated with rheumatic dis- 
ease in 2. 

Triamcinolone was administered to the patients 
in daily doses of from 6 to 60 mg. Fever began to 
abate 48 hours after the beginning of treatment, 
and the temperature returned to normal after 4 or 
5 days of the therapy. An average daily dose of 16 
mg. was sufficient to control fever, but high doses 
reaching 60 mg. a day were required for fever con- 
trol in patients with rheumatoid arthritis; triameino- 
lone was replaced by prednisone in some febrile 
patients with this disease or with scleroderma. 
Joint pains disappeared rapidly in acute and sub- 
acute types of rheumatoid arthritis with daily dos- 
ages of from 12 to 18 mg. of triamcinolone. Diuresis 
increased up to 100% in this series of patients. 
Certain side-effects peculiar to triamcinolone ther- 
apy were observed in all the patients: headache, 
gastric discomfort, weakness, nausea, lack of ap- 
petite, depression, sweating, somnolence, and, in a 
few instances, insomnia. Triamcinolone produced 
side-effects common to other steroid therapy in 3 
patients only; each of these exhibited moon facies 
and erythematous disorder of the skin, with de- 
terioration from the symptoms in an older patient 
with diabetes. Arterial blood pressure varied 
slightly, being similar to the change with predni- 
sone therapy. Administration of triamcinolone 
caused abatement of the characteristic pericardial 
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frictional murmur in patients with rheumatic fever; 
likewise, the heart sounds improved. Roentgen- 
ography confirmed the clinical improvement, and 
the cardiac diameter decreased in some patients 
after 5 days of this chemotherapy. Electrocardio- 
graphic patterns showed improvement in all but the 
older patients. Laboratory findings revealed increase 
in hemoglobin level, red blood cell count, and num- 
ber of granulocytes after 8 to 12 days of therapy 
with triamcinolone, and the erythrocyte sedimenta- 
tion rate started to decrease after 3 to 5 days. 

Experimental studies for comparing the effects 
of prednisone and of triamcinolone were made on 
60 rats divided into 6 equal groups. Prednisone 
was given to 3 groups, triamcinolone to 2, and 1 
group was used for control. Prolonged administra- 
tion of triamcinolone determined involution of the 
adrenal cortex and the thymus even more than 
prednisone did. It is too early to evaluate the 
therapeutic effects of triamcinolone as compared 
with other steroids. The dosage of triamcinolone 
is smaller by 30% than that used in the administra- 
tion of other steroids. This is advantageous for 
maintenance treatment of patients with asthma or 
allergic disorders or total adrenalectomy for mam- 
mary cancer. Triamcinolone does not produce cer- 
tain undesirable effects related to steroid adminis- 
tration, but it brings about different effects which 
have not been observed in therapy with other 
steroids. 


RADIOLOGY 


Pulmonary Torulosis. L. G. Jacobs. Radiology 71: 
398-403 (Sept.) 1958 [Syracuse, N. Y.]. 


The author reports on 10 men, between the ages 
of 22 and 62 years, with pulmonary torulosis who 
were admitted to the Veterans Administration Hos- 
pital in Oakland, Calif., during the last 10 years. 
Chest roentgenograms revealed consolidation of 
the left upper lobe in 1 patient, a granulomatous 
mass lesion in the right upper lobe in 1 patient, a 
small solitary nodule in either the left lower or the 
left upper lobe in 5 patients, and a small solitary 
nodule in the right lower lobe in 3 patients. A 
lobectomy was performed on the first 2 patients 
and a wedge resection on the other 8 patients. 
Microscopic examination of the surgical specimen 
in 8 of the patients revealed the late stage of the 
granuloma of torulosis, with a “caseous” necrotic 
center surrounded by moderately well-developed 
connective tissue in which groups of lymphocytes 
and occasional giant cells and plasma cells were 
seen. Spherule-like organisms were well demon- 
strated by employing the periodic acid-Schiff stain. 
All the patients were well 7 to 48 months after the 
resection. 

A modified concept of torulosis of the lung is 
presented as follows. The disease is considered as 
a generally benign infection, healing by formation 
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of a fibrocaseous nodule in which organisms, mor- 
phologically typical of those of Torula, are found 
on microscopic examination but cannot be cul- 
tured, being presumably inactive or dead. This type 
of lesion appears to represent most of the cases. 
The mortality rate is relatively high, possibly 60%, 
in certain patients with active disease causing pro- 
gressive pulmonary or extrapulmonary lesions. In 
those patients with disease limited to the lung, 
cure by resection may be obtained, but most pa- 
tients with meningeal or generalized lesions die 
despite any form of therapy known at the present 
time. 


Reversible Bronchiectasis. S. W. Nelson and A. 
Christoforidis. Radiology 71:375-382 (Sept.) 1958 
[Svracuse, N. Y.]. 


The authors report on 4 patients, a 17-year-old 
boy, a 28-year-old woman, a 10-year-old boy, and 
an 11-year-old girl, with bronchiectasis in whom all 
the bronchopulmonary segments were examined 
bronchographically. In order to determine whether 
or not there had been progression of the disease, 
bronchographic studies were repeated during a 15- 
month period. The first patient had been treated 
with streptomycin for an acute episode of lobar 
pneumonia in the lower lobe of the left lung 5 
weeks before the diagnosis of bronchiectasis was 
made. There was no previous history of respiratory 
trouble, and the bronchiectasis disappeared in the 
25-day interval between the first bronchogram and 
the second admission to hospital for contemplated 
surgical intervention. The second patient had a 
long history of cough, and the original broncho- 
gram was justified because it was surmised that the 
patient might have bronchiectasis or a bronchial 
adenoma, either of which might have precipitated 
an episode of acute pneumonia and _ atelectasis. 
When bronchiectasis was found, it was, therefore, 
assumed to be related to the long history of pro- 
ductive cough; surgical intervention was felt to be 
advisable, but it was postponed since the patient 
was pregnant. A second bronchogram, which was 
obtained 6 months later, revealed complete disap- 
pearance of the previous changes, making opera- 
tion unnecessary. In the third patient, bronchiec- 
tasis occurred in the course of acute pneumonia. 
The dilated bronchi in this patient returned to 
normal roentgenographically, and, although the 
patient's cough persisted, it is not probable that 
surgical removal of the temporarily dilated bronchi 
would have removed the source of so common a 
childhood respiratory symptom. The original bron- 
chogram was obtained from the fourth patient be- 
cause of chronic productive cough, and it was no 
surprise to see the bronchiectatic changes. The 
second bronchogram, obtained a year later, showed 
normal bronchial filling without evidence of bron- 
chiectasis. 
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Subsequent bronchograms obtained from these 
patients have proved that bronchiectasis is still re- 
versible when its presence is revealed by the orig- 
inal bronchograms. It is important for the radiol- 
ogist to recognize and emphasize to his clinical 
colleagues that bronchiectasis in its early stages is 
frequently a reversible process, particularly in chil- 
dren and young adults after acute pneumonia and 
atelectasis. Therefore, before surgical excision is 
contemplated, thorough medical management, in- 
cluding administration of antibiotics, postural drain- 
age, and breathing exercises, should be tried. Care- 
ful bronchography is the most reliable and prac- 
tical diagnostic method for detecting bronchiectasis. 
and repeated bronchographic studies should be 
done in order to follow accurately the course of 
the disease. 


PHYSIOLOGY 


Movements of the Common Bileduct in Man: 
Studies with the Image Intensifier. W. Burnett and 
R. Shields. Lancet 2:387-390 (Aug. 23) 1958 [Lon- 
don]. 


The authors studied possible peristaltic move- 
ments in the common bile duct of 10 patients 1 or 
2 weeks after cholecystectomy or choledochotomy. 
These studies were carried out in the unanes- 
thetized patients by using image intensification. A 
water-miscible contrast medium, a 50 or 70% 
solution of sodium acetrizoate, was instilled at the 
rate of 1 cc. a minute into the common bile duct. 
In cases of cholecystectomy the injection was made 
through a ureteral catheter, which had been in- 
serted at operation for a distance of about 1 cm. 
into the common bile duct through the stump of 
the cystic duct. If the common bile duct had been 
explored by choledochotomy, the injection was 
made through a short T-tube left in the common 
bile duct at operation. An initial injection of 3 cc. 
of the solution was made. Screening was done at 
this time to observe the filling of the duct. Since 
the duct emptied into the duodenum, further in- 
crements of the same or less volume were instilled. 
the amount being determined by the rate of empty- 
ing. No disturbance occurred in the patient, and no 
distention of the common bile duct was allowed to 
take place at any time. Observations were made 
both during the injection and afterwards. After the 
passage of 5 to 10 minutes for stabilization of con- 
ditions, permanent records were made by cine- 
roentgenography simultaneously with screening. 

Waves of peristalsis were observed in the com- 
mon bile duct in all 10 patients studied, whether 
this duct was intact or had previously been ex- 
plored. The waves of peristalsis were directed dis- 
tally along the common bile duct toward the 
duodenum and propelled bile into the duodenum. 
Respiratory and duodenal movements were also 
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studied; they played no great part in emptying the 
common bile duct under the conditions of the au- 
thors’ observations. It is believed that there is suf- 
ficient muscle in the wall of the bile duct to 
produce these observed rhythmic movements. Due 
to this intrinsic muscle, the common bile duct 
functions as an actively contracting duct rather 
than as a passive transmitter of bile. This concept 
may modify current views on the genesis of biliary 
pain and permit consideration of common bile duct 
colic as an entity similar in nature to ureteral and 
intestinal colic. 


BIOCHEMISTRY 


Serum Phospholipids: Genetic and Environmental 
Influences. L. E. Schaefer, D. Adlersberg and A. G. 
Steinberg. Circulation 18:341-347 (Sept.) 1958 [New 
York]. 


The authors determined the phospholipid levels 
in the serums of 1,067 normal persons, 516 male and 
551 female, between the ages of 2 and 77 vears, 
who were part of a total sample of 1,236 persons, 
representing a healthy and unselected ‘group of 
New York City employees and members of their 
families, living on Staten Island. Of the 1,067 per- 
sons, 580 belonged to 156 families, consisting of 
156 fathers, 156 mothers, and 268 children of these 
parents. Results showed that serum phospholipid 
levels increased with age but in a different way 
for the 2 sexes. In the males, the levels remained 
practically constant until the age of 20 vears, then 
they rose sharply to the age of 32, after which they 
remained constant until the age of 60. In the fe- 
males, the levels remained constant until the age 
of 32 years, and then they rose gradually until the 
age of 60. These age-sex changes in serum phos- 
pholipid levels were similar to those observed for 
serum cholesterol levels, but they were of lesser 
magnitude. 

Correlation coefficients in the members of the 
156 families indicated the existence of a genetic 
factor determining serum phospholipid levels in 
healthy persons; negative mother-father and _posi- 
tive parent-child and_ sibling-sibling correlations 
were revealed. These observations suggest that 
common environment in a family does not result 
in common serum phospholipid levels unless blood 
relationship exists, and that diet cannot be the only 
factor in determining serum phospholipid levels of 
healthy persons. Because of the age-sex variations 
of serum phospholipid levels and serum choles- 
terol levels, no single arbitrary line can be drawn 
between normal and abnormally elevated levels of 
these 2 serum lipid fractions. The levels are dis- 
tributed as continuous variables. The upper 5% 
levels of each age and sex group may be utilized to 
characterize hyperphospholipidemia and hyper- 
cholesterolemia respectively. 
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Essentials of Pediatrics. By Philip C. Jeans, A.B., M.D., 
F. Howell Wright, B.S., M.D., Professor of Pediatrics, Uni- 
versity of Chicago, Chicago, and Florence G. Blake, R.N., 
M.A., Associate Professor of Nursing Education (Nursing 
Care of Children), University of Chicago. Sixth edition. 
Cloth. $6. Pp. 714, with 115 illustrations. J. B. Lippincott 
Company, East Washington Sq., Philadelphia 5; 4865 Wes- 
tern Ave., Montreal 6, Canada; Pitman Medical Publishing 
Company, Ltd., 45 New Oxford St., London, W. C. 1, Eng- 
land, 1958. 

Recent advances in pediatrics necessitate fre- 
quent revision of texts designed for teaching. This 
volume should be especially helpful for the student 
and graduate nurse as a textbook since it conveys 
information concerning basic principles and places 
proper emphasis on changing trends. Both normal 
and abnormal factors in physical and emotional 
growth and development are considered. The role 
of the nurse is a complex involving human rela- 
tionships and adjustments in addition to com- 
petence and skill in the practice of her profession. 
A special feature of this new edition is the inclu- 
sion of a section at the end of each chapter en- 
titled, “Situations for Further Study,” and a bibliog- 
raphy. This enables the serious student to apply 
in practical fashion some of the knowledge ob- 
tained in the preceding chapter. The order of pres- 
entation of the material illustrates many facets of 
the problems of pediatric nursing. An essential 
foundation for the management of disease involves 
proper nursing care and a knowledge of the normal. 
Reorganization has improved the effectiveness of 
the book as a text. 

Thorough coverage of the subject has been ac- 
complished within the limitations of a single vol- 
ume. Unit 1 covers expected growth and develop- 
ment including requirements for optional nutrition; 
unit 2 considers the kinds, incidence, and severity 
of diseases among children, and preventive meas- 
ures; unit 3 treats the rudiments of nursing care, 
both physical and psychological; unit 4 discusses 
in detail diseases and special problems relating to 
the nursing care of the infant; and unit 5 discusses 
diseases characteristic of the older child, and in- 
cludes such diversified subjects as allergy, burns 
obesity, and the collagen diseases. The revised 
edition includes important advances in knowledge. 
Illustrations are informative, and an index is pro- 
vided. This text should serve as a practical aid for 
more complete understanding of the child in health 
and disease, 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Radiation Protection. By Carl B. Braestrup, Director, 
Physics Laboratory, Francis Delafield Hospital, New York, 
and Harold O. Wyckoff, Chief, Radiation Physics Laboratory, 
National Bureau of Standards, Washington, D. C. Cloth 
$10.50. Pp. 361, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, IIl.; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 

This clear and readable textbook provides a 
compilation of information covering the practical 
aspects of protection from x-rays, gamma rays, and 
particulate ionizing radiation. In addition to giving 
the background underlying the practice of radia- 
tion protection, it provides the tables, graphs, and 
formulas essential for determining proper protec- 
tive barriers, particularly when used in conjunc- 
tion with the various handbooks of the National 
Committee on Radiation Protection. Both Braestrup 
and Wyckoff are experienced workers in the field, 
and many useful practical points are included. In 
view of the current interest in the measurement of 
beta rays, rather more emphasis might have been 
laid on beta ray instrumentation. The chapter on 
biological effects of radiation by Evans and Lough 
is factual but overly condensed. Specific biblio- 
graphic references for the several sections of the 
chapter would have been much more helpful than 
a general bibliography for the chapter as a whole. 
Thus, the reader interested in learning more about 
specific ionization or linear energy transfer has been 
provided no guidance as to where to turn for added 
information. In reading a small volume one can 
always be critical of the bibliographic references 
chosen, but this is perhaps not fair. While it may 
be unfair to criticize the particular choice of biblio- 
graphic references, there are a few particularly 
valuable references that have been omitted such as 
Trout and Gager, Speare, or Richards. The method 
for determining radium leakage on page 301 is out- 
moded. The electroplating technique is probably 
1,000 times more sensitive and is the method gen- 
erally preferred by insurance companies. 


Fit to Teach: Yearbook on Teacher Health. [Fred V. Hein, 
editor.] Cloth. $3.50. Pp. 249, with illustrations. American 
Association for Health, Physical Education, and Recreation, 
a department of National Education Association, 1201 Six- 
teenth St., N. W., Washington 6, D. C., 1957. 


Twenty vears have elasped since the first edition 
of this book appeared. This new edition has been 
completely rewritten jointly by a group of experts 
in health education and although the emphasis 
throughout is on physical and mental health in 
teachers, most of what is said is applicable to fitness 
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in general. The book was written as a_ practical 
guide for teachers, school administrators, and all 
others concerned with the health of teachers. 
Although the mental, emotional, social, and physical 
aspects of the subject are sometimes discussed 
separately, their interrelationship is constantly 
stressed. Each chapter has a bibliography and those 
chapters that readily lend themselves to summary 
have one. The major subjects discussed include (1) 
the task of the teacher, (2) resources for health 
protection and promotion, (3) health problems, 
(4) the teacher’s health and the pupil, (5) school 
organization and teacher health, (6) administrative 
responsibilities for teacher health, (7) personal 
responsibility for physical and mental health, (8) 
the community's responsibility for teacher health, 
(9) health problems of advancing years, (10) 
health education for teachers, and (11) teacher 
health and professional relations. There is no index. 


Diseases of the Liver and Biliary System. By Sheila Sher- 
lock, M.D., F.R.C.P., M.R.C.P., Physician and Lecturer, De- 
partment of Medicine, Postgraduate Medical School, Uni- 
versity of London, London. Second edition. Cloth. $11.50. 
Pp. 719, with 213 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 


This edition of a well-known book brings the ma- 
terial up to date. The general format has remained 
unaltered, but important additions have been made 
in the sections on bile pigment metabolism, drug- 
induced jaundice, and hepatic coma. The section on 
jaundice in infancy has been expanded to include a 
general discussion of hepatic disease in childhood. 
Much other new material has been added, includ- 
ing electron microscopy of the liver cell, serum 
transaminases, circulatory phenomena in liver fail- 
ure, penicillamine in dermatitis exfoliativa, and 
epidemiology in primary hepatic cancer. More than 
500 new references and 37 new figures have been 
added. This book continues to be one of the best 
general treatises on liver disease. The style is clear 
and concise and the material is presented in such 
a way as to be useful to the practitioner as well as 
to the specialist in the field. It is highly recom- 
mended. 


Etiology and Treatment of Leukemia: Proceedings of the 
First Louisiana Cancer Conference. Edited by Walter J. Bur- 
dette, Ph.D., M.D., F.A.C.S., Professor and Head of Depart- 
ment of Surgery and Director of Laboratory of Clinical Bi- 
ology, University of Utah College of Medicine, Salt Lake 
City. Sponsored by Louisiana Division, American Cancer 
Society, Inc., Louisiana State University School of Medicine, 
and Tulane University School of Medicine. Cloth. $4 Pp. 
167, with illustrations. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1958. 


These papers deal with the cause, diagnosis, and 
treatment of leukemia. For the most part the pres- 
entation is by well-known authorities. Highlights 
of the book are the informal discussions following 
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each paper which often clarify obscure points, but 
even more often point out glaring gaps in our 
knowledge of fundamental aspects of the disease, 
its biologic behavior, and unpredictable responsive- 
ness. A beautiful summary paper is presented by 
the editor. There is an excellent bibliography. The 
book is well indexed both as to subject matter and 
as to authors. The typography is beautiful. Unfortu- 
nately this book will be of prime interest only to 
workers in a limited field, but members of most dis- 
ciplines in medicine could profit by reading it. 


Electrocardiogram Clinics. By Joseph E. F. Riseman, M.D., 
Assistant Clinical Professor of Medicine, Harvard Medical 
School, Boston, and Elliot L. Sagall, M.D., Instructor in 
Medicine, Harvard Medical School. Cloth. $10.50. Pp. 259, 
with illustrations. The Macmillan Company, 60 Fifth Ave., 
New York 11, 1958. 


This volume presents an original concept in the 
study of cardiovascular disease. For example, a 
series of electrocardiograms is reproduced and each 
case is discussed briefly. The net result is fortunate, 
as it has been possible to limit the presentations to 
items of importance in reaching an accurate diag- 
nosis, thus materially increasing the utility of the 
text. In tables 1 and 2 the normal variations of the 
ST segments and T waves are set forth for the three 
standard leads as well as for leads aVR, aVL, aVF, 
and V.. In that table the ST displacements are pre- 
sented for all of the commonly recorded leads. This 
is the general procedure throughout the book. The 
book is an addition of some value to the growing 
literature of cardiovascular disease and its precise 
recognition. It can be recommended to those inter- 
ested in the correct diagnosis of cardiovascular dis- 
ease or suspected cardiovascular disease. 


Human Parturition: Normal and Abnormal Labor. By Nor- 
man F, Miller, B.S., M.D., F.A.C.S., Professor of Obstetrics 
and Gynecology, University of Michigan Medical School, 
Ann Arbor, T. N. Evans, A.B., M.D., F.A.C.S., Associate 
Professor of Obstetrics and Gynecology, University of Michi- 
gan Medical School, and R. L. Haas, A.B., M.D., F.A.C.S. 
Cloth. $7.50. Pp. 248, with 67 illustrations. Williams & Wil- 
kins Company, Mount Royal and Guilford Aves., Baltimore 
2, 1958. 

This book is an excellent contribution to one 
area of obstetrics, namely, labor. It deals with 
normal and abnormal labor in a concise, clear, and 
interesting manner. Much time, effort, and research 
went into the preparation of this volume. Many of 
its contents are in outline form, easy to understand 
and to follow, with frequent and excellent illustra- 
tions, many of them pen and ink drawings which 
are unusually attractive. Basic factors and mecha- 
nisms involved in human parturition are clearly 
delineated. This is followed by a description and 
visual portrayal of abnormal labor and a discussion 
of complications. This holds the reader's interest 
throughout. This book should be of great value to 
the student, general practitioner, and specialist 
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QUESTIONS AND ANSWERS 


TREATMENT OF METASTATIC 

THYROID CARCINOMA 

To tHE Eprror:—A 33-year-old woman had a thy- 
roidectomy in 1949 for a papillary thyroid carci- 
noma. A few months ago, she developed an upper 
respiratory infection followed by a pneumonitis 
on the right side. X-ray of the chest revealed a 
well-defined, round, soft density about the size 
of a quarter in the right lower lobe. The lesion 
suggested a metastatic nodule. A roentgenogram 
taken six months earlier had revealed no pathol- 
ogy. A right lower lobectomy was performed, 
and histological diagnosis was papillary thyroid 
carcinoma, metastatic. This patient made an un- 
eventful recovery and is now clinically asympto- 
matic. A recent chest roentgenogram revealed 
two small-sized nodules on the left side. Radio- 
active iodine uptake was zero. What management 
should be considered at this time? Is chemo- 
therapy indicated? What is the prognosis? 

M.D., Connecticut. 


AnswerR.—The zero uptake of radioactive iodine 
(I‘*') in the neck by this patient suggests that the 
original operation was a total thyroidectomy. It is 
not stated whether the patient is currently on thy- 
roid therapy. Such treatment could cause a low 
neck uptake despite persistence of thyroid tissue. 
Assuming the former possibility to be correct, how- 
ever, and that she is not receiving thyroid, the first 
step in the management of this particular patient is 
to administer a large test dose of I'*' (1 we) for 
measurement of retention of I'*’ at 24 hours and for 
scanning over the chest nodules and general body. 
Although the tumor is papillary, and hence would 
be expected to have no uptake, frequently there 
are follicular components in the metastases and 
these may be functional. Also, a complete skeletal 
roentgenographic survey for metastases is indicated. 
Retention of more than 40% of the test dose of I'*’ 
in this particular patient would make possible ther- 
apy with I'*'; less would exclude this. However, it 
is more likely that I'*' therapy will not be possible 
in view of the histology of the original tumor and 
its right lung metastasis. This leaves two other 
methods of approach: thyroid or triiodothyronine 
in large doses and x-radiation to the left hemithorax. 
It can be said immediately that no recommendation 
will be acceptable to all physicians in the field. This 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 


consultant would first favor thyroid or triiodothy- 
ronine for as long as the lesions improve or remain 
static. I'' therapy, if feasible, would be used next 
and, finally, x-ray therapy. Radiation injury to the 
lungs is to be avoided in either of these latter in- 
stances. The combination of thyroid and x-ray ther- 
apy might provide a more intensive approach, but 
any result would be difficult to interpret. Methyl- 
testosterone therapy is useless, and other chemo- 
therapeutic agents have not been adequately tried. 
The prognosis would be four to five years as an 
average but could be considerably longer. 


VITAMIN D AND SUNBATHING 


To tHE Eprror:—To what extent does suntanning 
sustained during one season of the year increase 
calcium absorption? Can this absorption be 
equated with vitamin D given orally? Can vita- 
min D intoxication result from sustained exposure 
to the sun, as beach bathers are in the habit of 
doing? Is kidney stone formation a special lia- 
bility for those addicted to sunbathing? 

Richard B. Gross, M.D., Bronx, N. Y. 


ANswer.—There is no way at present of accu- 
rately measuring the amount of vitamin D formed in 
the human body by the action of the ultraviolet 
rays of the sun on the dehydrocholesterol present 
in the skin. Whether the vitamin D obtained from 
the sun would increase calcium absorption would 
depend on the amount of calcium in the diet. When 
adults are receiving only small amounts of calcium, 
ingestion of vitamin D neither increases the utiliza- 
tion of the calcium that is ingested nor decreases 
the requirement for calcium. While vitamin D is 
important in the metabolism of both calcium and 
phosphorus, this consultant is not familiar with any 
studies giving quantitative figures for this relation- 
ship. The need for vitamin D is greatest during 
periods of rapid growth. The need for supplemental 
vitamin D by vigorous adults leading a normal life 
appears to be minimal. According to the Food and 
Nutrition Board of the National Research Council 
(Recommended Dietary Allowances, Publication 
589, 1958), “Evidence is good that vitamin D is 
needed throughout the growth period, but the 
actual requirement has not been determined ac- 
curately. It is known, however, that 400 units daily 
is ample for good calcium retention in children.” 
Hypervitaminosis D results only from a prolonged, 
greatly excessive intake of the vitamin, and it is ex- 
tremely unlikely that mere exposure to sunlight, 
even to the extent practiced by “sunbathers,” would 
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result in anything approaching toxic levels of vita- 
min D. It has been shown that 100,000 internation- 
al units per day in adults will result in toxic symp- 
toms. The amount manufactured by sunlight on the 
skin certainly does not approach this level. This 
consultant is unaware of any evidence correlating 
sunbathing with the formation of kidney stones. 


References 


Bauer, W.; Marble, A.; and Claflin, D.: Studies on Mode 
of Action of Irradiated Ergostrol: Its Effect on Calcium, 
Phosphorus and Nitrogen Metabolism of Normal Individuals, 
J. Clin. Invest. Eis1-19 (Jan.) 1932. 

Hart, M. C.; Tourtellotte, D.; and Heyl, F. W.: Effect of 
Irradiation and Cod Liver Oil on Calcium Balance in Adult 
Human, J. Biol. Chem. 7@2143-148 (Jan.) 1928. 

Hurscher, H. A.; Donelson, E.; Erickson, B. N.; and Macy, 
1. G.: Results of Ingestion of Cod Liver Oil and Yeast on 
Calcium and Phosphorus Metabolism of Women, J. Nutrition 
2341-346 (Sept.) 1934. 

Kelly, F. C., and Henderson, J. M.: Influence of Certain 
Dietary Supplements on Nutrition of African Native, J. Hyg. 
29:418-428 ( Feb.) 1930. 

McKay, H., and others: Effect of Vitamin D on Calcium 
Retentions, J. Nutrition 2@3153-159 ( Aug.) 1943. 


TREATMENT OF INSECT STINGS 
To tHE Eprror:—Please discuss treatment of insect 
bites and stings in general, with special reference 
to bites of honey bees and red ants. 
J. M. Hesser, Benson, Ariz. 


ANswer.—In general, the reactions to insect bites 
can be treated prophylactically with repellents and 


symptomatically with common local antipruritic 
agents. Orally given antihistamines will add some- 
what to the comfort. The reaction usually is self- 
limiting. Capturing and identifying the offending 
insect will assist vector control agents to institute 
effective measures. A few insects, especially ticks 
and larval forms of mites and flies, are buried in 
part or entirely beneath the skin surface. In a num- 
ber of such instances, excision is necessary. Sec- 
ondary infection may vary from a slight pustule to 
a large abscess, and treatment is dictated by the 
character of the lesion. In circumstances of repeated 
bites and secondary pustulation, as often occurs 
with flea bites, treatment with staphylococcus vac- 
cine may reduce the unsightly residual discoloration 
from such infected lesions. Allergic reaction to bites, 
especially of the mosquito, deer fly, black fly, and 
flea, is treated with frequent success by “desensi- 
tization” injections of an extract made from the 
offending insect. The questioner is referred to an 
excellent article on this subject by Allington and 
Allington (J. A. M. A. 155:240-247 [May 15] 1954). 

With specific reference to the order Hymenoptera, 
and especially to the honey bee and red ant, the 
most dramatic effect is the anaphylactic reaction 
which is responsible for more deaths in a year than 
from the bite of poisonous snakes. The literature 
is replete with reports of these dramatic allergic 
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incidences and descriptions of treatment with 
symptomatic and_ specific measures. Morhouse 
(J. A. M. A. 141:193 [Sept. 17] 1949) reports on 
ant bites. Prince and Secrest (J. Allergy 10:379, 
1939) discuss allergic reactions to various members 
of this order. Treatment of the ordinary local dis- 
comfort of stings from the honey bee and the red 
ant has encompassed a vast number of home reme- 
dies and pharmaceuticals. Since the venom of red 
ant is presumed to contain an appreciable amount 
of formic acid and since the stinging apparatus of 
the honey bee contains both acid and alkaline 
venom sacs, cold packs containing baking soda 
would provide the preferable home remedy. Cryo- 
therapy (application of cold in the form of ice cubes 
or ice bag) will provide the most comfort. Since the 
venom sac of the honey bee is left in the victim to 
continue its pumping action, this should be re- 
moved—not by grasping with tweezers to promote 
the injection of more venom but, preferably, by 
scraping off with a pen knife or with the fingernail. 
Local applications of antipruritic ointments and 
orally given antihistamines may give relief from 
persistent discomfort. 


SMOKING AND HEADACHES 

To THE Eprror:—A 55-year-old man has had chron- 
ic, daily headaches for approximately 10 years. 
The headaches are classified as the atypical vas- 
cular tension type. Ordinary drug therapy has 
been of no avail. The results of extensive investi- 
gations, including skull roentgenograms, elec- 
troencephalograms, cervical spine x-rays, and 
numerous blood studies, have been entirely with- 
in normal limits. His general physical condition 
and health status is otherwise unimpaired except 
for the presence of mild emphysema. He smokes 
habitually and excessively, averaging three to four 
packs of cigarettes per day, and has smoked this 
much for the past 35 years. Is it possible that 
nicotine in such an excessive amount could be 
the etiological factor in this patient's cephalgia? 

Alexander Wallace I11, M.D., Los Angeles. 


Answer.—It is difficult to state whether the ex- 
cessive use of tobacco is the cause of this patient's 
headache or not. Excessive use of tobacco has been 
known to induce headache, insomnia, vertigo, and 
a variety of other symptoms. Tobacco amblyopia is 
observed occasionally. An individual absorbs about 
2.5 to 3.5 mg. of nicotine from smoking a cigarette, 
and the effects are comparable to those noted after 
the intravenous injection of 1 mg. of nicotine. There 
are many agents in tobacco smoke, but the reactions 
to smoking can be attributed almost entirely to the 
nicotine content of the tobacco. The nicotine con- 
tent amounts to about 2% in the average cigarette 
and to about 1% in so-called denicotinized prepara- 
tions. Nicotine is a peripheral vasoconstricting 
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agent. Prompt cutaneous vasoconstriction, as well 
as constriction of the retinal arterioles, can be dem- 
onstrated in smokers as well as in nonsmokers. 
Nicotine has no therapeutic value. It would be in- 
teresting to observe the patient’s reactions if he 
stopped smoking even for only a few days. This 
patient probably has a so-called tension headache, 
and excessive smoking, like the headache itself, 
may be an expression of an anxiety state. 


INDURATION OF CORPORA CAVERNOSA 

To THe Eprror:—Please give information regarding 
the most efficacious treatment of induration of 
the corpora cavernosa (Peyronie’s disease). 


M. D., Louisiana. 


Answer.—The treatment of induration of the cor- 
pora cavernosa has not been satisfactory in spite of 
the many therapeutic suggestions made in recent 
vears. There is a long list of methods which might 
be tried, some of which have been reported to bring 
relief, but none has proved to be uniformly suc- 
cessful. In general, the reports have been more fav- 
orable in the early stages of the disease. When the 
tissue changes have gone on to extensive fibrous 
scar tissue with destruction of the erectile tissue or 
with bone formation, therapeutic measures have 
been less satisfactory. In recent years, injection of 
hydrocortisone into the fibrous plaques has been 
recommended even though the technical procedures 
employed have not always been satisfactory. Appli- 
cation of radium or x-ray therapy has proved bene- 
ficial in some cases, particularly in relieving any 
painful symptoms which may be present. In ad- 
vanced cases, surgery has been advocated by Lows- 
ley, who reported a number of permanent cures. 
Many of his American colleagues, however, failed 
to corroborate his claims. Fogh-Andersen (Acta 
chir. scandinav. 113:45, 1957) recently reported ex- 
cellent results in a series of patients operated on by 
surgical removal of the fibrous areas according to 
Lowsley’s techniques. It should be remembered, 
however, that in many cases the symptoms present 
will gradually become ameliorated spontaneously. 


Answer.—Induration of the corpora cavernosa 
has been called, besides Peyronie's disease, fibrosis 
of the corpora cavernosa, fibrosclerosis of Buck’s 
fascia, and chronic chordee. It is due to a fibrous 
infiltration of the wall of Buck's fascia which, of 
course, lines the venous spaces and constitutes the 
bodies called the corpora cavernosa. The effect of 
this disease is to cause a crvoking of the penis when 
there is an erection by preventing the normal dis- 
tention of the corpora cavernosa. Many things have 
been incriminated as being etiological factors in the 
development of this disease; however, none of them 
has been verified. The cause of the disease is not 
known. It is not due to syphilis, diabetes, arterio- 
sclerosis, or any other individual lesion; neither is 
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it associated with a gouty diathesis. The only pos- 
sible factor connected with induration of the corpora 
cavernosa has been the occasional coexistence of 
Dupuytren’s contracture of the hand. Since the lat- 
ter condition has responded by softening with 
large doses of vitamin E, this has been an accepted 
treatment of induration of the corpora cavernosa 
for the past 10 or 15 vears. It is true that occasion- 
ally the fibrosis or cavernositis, as it is sometimes 
called, will soften up and respond to the ingestion 
of vitamin E over a period of several months. This 
is usually given in the form of tocopherol acetate 
100 mg. three times a day. X-ray, radium, and other 
tvpes of irradiation therapy have been used and 
have been reported as being somewhat helpful in a 
limited number of instances. The infusion of heat 
by use of diathermy electrodes has been tried, and 
the fibrosis has been softened in a few instances. 
More recently, with the introduction of such sub- 
stances as hyaluronidase, hydrocortisone, and chy- 
motrypsin, attempts have been made to inject the 
fibrosed area directly. Much has been claimed for 
some individual patients for this type of therapy. 
However, this consultant has given every one of 
these methods an honest opportunity, and in prac- 
tically no instance has there been any improvement 
in the condition. Some patients have had less pain, 
where pain was a feature, and this is not usually 
the case. At the present time, it might be said that 
there is no efficacious treatment of this disease. Oc- 
casionally, the disease disappears or partially dis- 
appears spontaneously without any treatment what- 
soever. There are some instances where history of 
injury to the corpora cavernosa can be elicited prior 
to the development of the induration. In these pa- 
tients, the prognosis is usually better than in those in 
whom it develops insidiously without any history of 
trauma. Apparently, there is a resorption of the 
fibrotic process in the cases that follow a hemor- 
rhage or fibrous replacement of the hemorrhagic 


area. 


PREGNANCY AFTER MASTECTOMY 
To THE Eprror:—A 40-year-old woman had a rad- 
ical mastectomy two years ago. She wants to have 
children; what advice should be given? Has a 
mother ina similar case successfully borne a baby? 
M.D., Minnesota. 


Answer.—The problem posed by pregnancy after 
mastectomy is not so much a question of the ability 
to carry the pregnancy to a successful termination 
as it is a question of unfavorable effects on the ulti- 
mate prognosis of the mother. It is difficult to find 
data on such cases. A colleague has reported on a 
45-vear-old patient who was delivered of a normal 
baby three years after a radical mastectomy for 
mammary carcinoma with metastases. Five years 
after the birth of her child the mother was without 
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evidence of disease. The poor prognosis of mam- 
mary carcinoma developing during pregnancy is 
recognized and is considered to be related to the 
outpouring of estrogen occurring at this time 
(Haagensen, Diseases of the Breast, Philadelphia, 
W. B. Saunders Company, 1956). However, it is 
now established that approximately 40-45% of pa- 
tients with metastatic mammary carcinoma respond 
favorably for a limited period of time to female 
hormone therapy. There is no way of determining 
whether the primary breast tumor was the type 
which might be aggravated or the type which could 
be controlled by estrogen in a patient who has no 
evidence of tumor at this time. One might assume 
that the patient in question has, at the most, a 55% 
chance of worsening her disease and a_ possible 
chance of improving it by pregnancy. A further 
practical consideration, however, is the over-all 
prognosis for all mammary cancer patients of only 
a 33% five-year survival rate (Organized Clinical 
Investigation of Cancer, 10th Report, 1936-1953, 
University of Michigan). In view of these statistics 
one might not want to start a family. 


NEPHROTIC SYNDROME 

To rue Eprror:—Three months ago, a man, aged 38, 
noticed swelling of the ankles (edema) extending 
to the legs. Findings on examination were nor- 
mal, except for a large amount of albumin in the 
urine. The edema varies from time to time—some- 
times more, sometimes less—but the albumin in 
the urine persists. Tests and results are as follows: 
total protein level, 4.4 Gm.%; albumin level, 
26 Gm.%; globulin level, 18 Gm.%; albumin- 
globulin ratio, 1.5; prothrombin time, 13 seconds; 
prothrombin activity, 100%; Fishberg concentra- 
tion test: first specimen, specific gravity 1.005, 
second, 1.011, and third, 1.010 (normal, at least 
one specimen with specific gravity of 1.025 or 
more); blood urea nitrogen level, 16 mg.%; and 
phenolsulfonphthalein excretion: first specimen 
(65 cc.), 45%, second (50 cc.), 25%, third (95 cc.), 
7%, and fourth (40 cc.), 5%, with total dye ex- 
creted, 82% (normal, more than 60%). How should 
this case be managed? 


Michael Austin, M.D., Reading, Pa. 


ANnswer.—The patient with edema, heavy pro- 
teinuria, hypoproteinemia, and normal renal func- 
tion, as tested with phenolsulfonphthalein, is 
evidently suffering from a nephrotic syndrome. This 
diagnosis would be even more probable if hyper- 
cholesteremia were present. Nephrotic syndrome 
is usually due to chronic glomerulonephritis. More 
and more evidence is accumulated that nephrotic 
syndrome caused by chronic nephritis may develop 
after a severe attack of allergy due, for instance, to 
poison ivy, poison oak, or insect bites. In all cases 
of nephrotic syndrome, the possibility of amyloid 
of the kidney, liver puncture, systemic lupus ery- 


thematosus (search for L. E. cells), or syphilis 
must be investigated. In nephrotic syndrome due to 
glomerulonephritis or to systemic lupus erythem- 
atosus, corticosteroids may have a favorable in- 
fluence. Patients with chronic glomerulonephritis 
often improve by a long sojourn in the desert cli- 
mate. 


TESTICULAR PAIN 

To THe Eprror:—A 42-year-old man gives a history 
of having a crushing injury to both testes 15 years 
ago. He states that intercourse proceeds normally 
until just before ejaculation and that he then has 
sharp pain in both testes and loses erection with- 
out ejaculation. He also states that after inter- 
course both testes are painful for a period of five 
days. The patient wishes information as to 
whether removal of both testes would allow him 
to have intercourse without pain. Would testos- 
terone prevent him from developing a feminine 
appearance? 

Howard V. Weems, M.D., Sebring, Fla. 


Answer.—Unfortunately, no mention is made of 
the extent of the injury to the testes. Presumably 
the testicular tissue is preserved, and, even though 
spermatogenesis may be depressed, hormone secre- 
tion is proceeding at a normal rate. In that event, it 
is most likely that the patient’s present difficulties 
have no relation to the injury. Partial or complete 
loss of potency is not unusual at this age, being 
generally attributed to psychogenic disturbances 
rather than to hormone deficiency. The pain may 
be psychogenic also or may result from epididymal 
distention which accompanies sexual excitement 
without ejaculation. Castration seems to be too 
drastic, even if it ultimately solves the patient's 
problem. If operation is contemplated, bilateral 
epididymectomy should suffice insofar as the pain 
is concerned. The administration of testosterone 
after castration will prevent development of a femi- 
nine appearance. However, the need for continued 
administration of the drug, which is at best a poor 
substitute, leads this consultant to the conclusion 
that the remarkable organs which nature has pro- 
vided should remain undisturbed. 


PITYRIASIS VERSICOLOR 


To THE Eprror:—A skin biopsy of a 25-year-old 
man revealed pityriasis versicolor. These lesions 
have been present for 10 years and are slowly 
covering more area. At present they cover half 
of the trunk and arms. What is the treatment for 
this condition? M.D., Texas. 


Answer.—To perform a biopsy in order to estab- 
lish a diagnosis of pityriasis versicolor is to do 
things the hard way. The disease responds to treat- 
ment with most any fungicidal preparation, such as 
dilute Whitfield’s ointment or mild concentrations 
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of salicylic acid and sulphur precipitate in combina- 
tion. Sponging the affected areas with 10% aqueous 
solution of sodium hypochlorite is effective, as is 
washing with selenium sulfide shampoo. With all 
methods, however, the condition is apt to recur. 


HARELIP AND CLEFT PALATE 

To tHe Eprror:—A patient with cleft palate and 
harelip, whose father also had harelip, is now 
married and wants to know what will help avoid 
this defect in his children. In a medical period- 
ical it was stated that these conditions are due to 
a lack of certain vitamins. If this is true, what 
vitamins should be used? 
Irving S. Weinstein, M.D., New Rochelle, N. Y. 


Answer.—There has been in the past some dis- 
cussion about the relationship of vitamin deficiency 
to cleft palate and cleft lip. However, this has only 
been a theory which was talked about but quickly 
exploded. From present knowledge, there is abso- 
lutely no relationship between cleft palate and cleft 
lip and vitamin deficiency. The mere fact that a 
parent or a relative of a parent has or has had a 
cleft palate or cleft lip does not mean that the off- 
spring will also be so afflicted. In the experience of 
the writer, approximately 65% of all persons with 
cleft palate and cleft lips do not have a history of a 
similar deformity in the family. However, one must 
consider that the offspring of a parent with a cleft 
palate or a cleft lip will have a larger chance of 
being born with such a deformity. There is no way 
known today to positively prevent children from 
being born with this deformity. The only thing that 
can safely be said is that under proper care, during 
the first trimester particularly, the possibilities of a 
normal birth are increased. There is no way to prog- 
nosticate the probability of a cleft palate or cleft 
lip. This consultant has seen normal children born 
to parents with cleft palate and/or cleft lip and vice 
versa. The real cause is not known at the present 
time. 


VITILIGO 

To THE Eprror:—What is the possibility that a prod- 
uct with the following ingredients may cause 
vitiligo? It contains less than 4% each of isopro- 
pyl alcohol, alkyl aryl sodium sulfonate, sodium 
metasilicate, and sodium orthosilicate and less 
than 1% each of sodium tripolyphosphate, alkyl- 
phenyl of polyethylene glycol, and coloring. The 
product is 90% water. 
Norman W. Brickson, M.D., Beaver Dam. Wis. 


Answer.—There is a noticeable percentage of in- 
dividuals who possess the somewhat embarrassing 
characteristic of losing the skin pigment in areas 
which have been the seat of an inflammatory proc- 
ess. The degree of hypersensitivity is variable. Alkyl 
aryl sodium sulfonate is a member of the anionic 
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surfactants, which are highly defatting to the skin 
and, thus, are potentially irritants. Sodium meta- 
silicate and orthosilicate are strongly alkaline and, 
as such, may be irritating. In the presence of acid 
there may be formed silicic acid. Alkylpheny] of 
polyethelene glycol is a nonionic surfactant and is 
usually harmless to the skin. The method of approach 
in this matter would be to secure portions of solu- 
tions with the above-mentioned percentage and do 
patch tests. These should be repeated on the same 
areas if results are doubtful. As some of these agents 
are capable of producing a dermatitis, and inflam- 
matory conditions produce loss of pigment at the 
point of contact in some individuals, the product 
may cause vitiligo. 


SPINAL FORM OF HEREDITARY SCLEROSIS 

To THE Eprtor:—Has corticosteroid or ACTH ther- 
apy been used in the treatment of the spinal form 
of hereditary sclerosis (Friedrich’s ataxia)? This 
diagnosis was established in a brother and sister, 
10 and 12 years of age, respectively, about one 
year ago. Incoordination and ataxia are progress- 
ing rapidly, and the children fall frequently; 
thus, any increased tendency to fracture would 
be a practical consideration. Is any organization 
making study of this condition in the United 
States? M.D., Michigan. 


ANswer.—A rapid worsening of disability be- 
tween the ages of 10 and 15 vears is common in the 
classic type of hereditary sclerosis. No agent has 
yet been found to modify the course of the disease. 
ACTH and corticosteroids have not been tried ex- 
tensively, because the pathology of the disease does 
not resemble that of diseases when these substances 
have been effective. In the few cases where ACTH 
or steroids have been tried, there has been no ef- 
fect. No organization is known to be studying this 
condition in the United States, but every neurolog- 
ical department has studied the pathology of cases 
of this disease and the genetics have been exten- 
sively described. The difficulty is the absence of any 
clue as to the underlying defect, which probably 
concerns some aspect of cellular metabolism. 


RECURRENT TONSIL INFECTION 
To THE Eprror:—Please provide information on the 
medical treatment of recurrent infection of cryp- 
tic tonsils. 
P. Pellegrini, M.D., Santa Marinella, Italy. 


ANswER.—The cheesy material that can be ex- 
pressed from the crypts of the tonsils is made up of 
keratin from desquamated epithelium and is a 
normal condition which does not require treatment. 
In tonsils which have previously been infected, scar 
tissue may have sealed the crypts and small abs- 
cesses may occur in them. This condition is not 
known to cause any general or local symptoms of 
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clinical importance. The only symptom that is caused 
by concretions in tonsillar crypts is foul-smelling 
breath. It has been advised that with pressure on 
the anterior pillar of the tonsil this material can be 
expressed from the crypts. This can be done when- 
ever it is thought necessary. 


MALIGNANT WITH BENIGN TUMORS 

To tHE Eprror:—Is there any significant difference 
in the incidence of malignant tumors in patients 
afflicted with long-standing benign tumors? What 
difference is there in the incidence of malignant 
tumors of the genitalia or other parts of the body 
in women with chronic fibroids and in women 
of the same age group without fibroid or other 
benign tumors? These questions have no refer- 
ence to the occurrence of malignant degeneration 
of benign tumors. 

Samuel Dessen, M.D., Chicago. 


Answer.—As far as is known, there is significant 
difference neither in the incidence of malignant 
tumors in patients with benign tumors as compared 
with those without benign tumors nor in the fre- 
quency of malignant growths for different benign 
neoplasms. Likewise, there is no proof that there 
is an increased frequency of carcinoma in patients 
with leiomyoma, although in the past several gyne- 
cologists thought this was so. Intramural and sub- 
serous myomas can have no effect in producing ma- 
lignancies of the endometrium, but submucous my- 
omas which can produce disturbances in the endo- 
metrium theoretically may lead to malignancy. 
However, there is no definite evidence of this. 


ANAPHYLAXIS DURING ANESTHESIA 


To THE Eprror:—Is it true that a person under gen- 
eral anesthesia (for example, plane 1 of stage 3) 
does not suffer an anaphylactic or severe allergic 
reaction if exposed to what, for this person, is 
normally strongly allergenic? Also, would it be 
possible as a general procedure to administer 
tetanus antitoxin (equine or bovine) to a patient 
under general anesthesia with assurance that an 
anaphylactic reaction would not occur? 

Tom Roe, M.D., Savannah, Tenn. 


ANsweR.—The question is apparently prompted 
by reports of early observations on experimental 
anaphylaxis that animals in deep anesthesia could 
not be thrown into anaphylactic shock. Theoreti- 
cally, it would appear that this should apply to 
humans as well, but unfortunately this is not com- 
pletely true. At the most, one might obtain a sub- 
dued or delayed reaction. This is believed to be 
due to general muscular relaxation rather than 
interference with the hypersensitive mechanism. 
There is no assurance that equine or bovine tetanus 
antitoxin can be given with impunity to a sensitive 
individual under general anesthesia. 
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DEAFNESS AND USE OF EARPLUGS 

To THE Eprror:—A patient is gradually going deaf. 
For a number of years she has used a dictating 
machine, to which she listens through ear plugs. 
Is there any evidence that the long-continued 
use of ear plugs might lead to deafness? 


Clifford L. Graves, M.D., La Jolla, Calif. 


Answer.—There have never been findings to sup- 
port any loss of hearing due to long-continued use 
of ear plugs relating to a dictating machine. There 
may be irritation to the canal from the ear plugs, 
which in some cases leads to external otitis and 
edema. 


PITYRIASIS ROSEA 


To tHe Epiror:—Three girls in one family have 
pityriasis rosea at approximately two-year inter- 
vals. What is known of its etiology? 

Robert S. Srigley, M.D., Altus, Okla. 


ANSWER.—The cause of pityriasis rosea is un- 
known. Its rapidly developing, widespread, sym- 
metrical lesions and the conferred immunity suggest 
an infectious basis. Although no specific agent has 
been demonstrated, a viral origin seems most likely. 


REMINDING PATIENTS TO OBTAIN 
IMMUNIZATIONS 
To THE Eprror:—Please give advice on the type of 
letter that could be sent to patients reminding 
them to obtain poliomyelitis immunizations. 
Timothy A. Lamphier, M.D., Boston. 


Answer.—Since people often forget to start or 
finish the available preventive inoculation series, 
sending of reminders by physicians is heartily ap- 
proved of. In fact, the American Medical Associa- 
tion has prepared two cards which physicians may 
use to remind patients to start or finish poliomyelitis 
series, and these are available free of charge. If a 
physician prefers to send a personal letter to his pa- 
tients, he should remind them that it is time to get 
a second or third injection if they have already 
started the series or urge them to begin the series 
if they have not done so. Attention might be called, 
at present, to the Detroit epidemic, with the state- 
ment that poliomyelitis is still not completely wiped 
out and can spring up where people have not ob- 
tained immunization. The letter should indicate 
only concern with the patient’s health. Also, it is 
suggested that the patient be told to go to “the 
doctor of his choice” for the injections rather than 
specifically to the reminding physician. It may be 
desirable to suggest a fourth immunization dose to 
patients living in an epidemic area or traveling to 
a place where they might need additional protec- 
tion. 
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MYOCARDIAL INFARCTION 


Vasopressors used to combat shock after a heart 
attack conserve the blood supply to the heart and 
brain at the expense of other less sensitive organs. 
Restoration of blood pressure increases blood flow 
to the heart 500 per cent, and there is a similar 
increase in flow to the brain. 

Corday, Eliot; Williams, John; de Vera, 


Lauro, and Gold, Herbert (Univ. Califor- 
nia): Science News Letter 74:20, 1958. 


$4 BILLION INSURANCE PAYMENTS 


This is the estimated current yearly rate of pay- 
ments covering cost of hospital, surgical and medi- 
cal care. 


Health Insurance Institute, New York, 
Press release, June 12, 1958. 


ORAL NASAL DECONGESTION 


Orally administered vasoconstrictors can relieve 
nasal congestion for varying periods, promote com- 
fort, improve nasal ventilation, and aid in promot- 
ing adequate drainage from paranasal sinuses by 
opening obstructed ostia. They are useful in acute 
and subacute rhinitis; acute, subacute, and chronic 
sinusitis ; nasal congestion ; vasomotor and allergic 
rhinitis; and postnasal drip. 


Fabricant, N. D. [Chicago]: Eye, 


Ear, Nose & Throat Month. 37:460, 1958. 


RATTLESNAKE BITES 


The average bite of a rattlesnake releases enough 
venom to kill approximately 4 young pigs, 12 dogs, 
46 rhesus monkeys or 325 mice. After intramuscu- 
lar injections into dogs of two approximately lethal 
doses, hydrocortisone injected intravenously, 
two and four hours later respectively, gave them 
a slightly better than even chance to survive. 
Deichmann, W. B., and others 


(Univ. Miami Sch. Med.]: 
Am. J. M. Sc. 236:204, 1958. 


SEVERE BURNS 


Infection superimposed on the severe trauma of an 
extensive burn is a major obstacle to the patient’s 
survival. To prevent and/or treat this condition 
requires asepsis, surgical drainage, and rational 
antibiotic therapy. 


In the emergency dressing room, the wounds are 
gently lavaged with large quantities of water and 

HisoHex® (entsufon, lanolin cholesterols, petro- 
atum and hexachlorophene), then all blisters and 
necrotic debris are aseptically removed. Nonadher- 
ent dressings and large, absorbent dressings are 
used. The burn room is screened, floors are dressed 
daily with a nonskid oil, and personnel traffic is cut 
to a minimum. All personnel don mask, cap and 
gown at entering. At each bed is a water basin with 
pHisoHex for washing and disinfecting hands before 
touching and after leaving the patient. 


Connell, J. F., Jr., and Rousselot, 


L. M. (St. Vincent’s Hosp., New York]: 


Am. J. Surg. 95:684, 1958. 
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1 MILLION CASES OF HYPOTHYROIDISM 


A survey among 4500 male workers showed that 
7 per cent had thyroid deficiency. Projecting these 
findings, it is estimated that one million men in 
the United States have hypothyroidism, unknown 
to them or to their physicians. The determination 
of protein-bound iodine (PBI test) is an excellent 
screening method. 

Starr, Paul (Univ. South. California 


Sch. Med.): Postgrad. Med. 24: 
Green Insert, Aug., 1958. 


UROLOGIC PAIN 


Eighty-two of 100 adult patients subjected to 
various urologic manipulative procedures received 
satisfactory analgesia from A.P.C. with Demerol® 
tablets (Demerol, brand of meperidine). The com- 
bination of agents in this tablet permits a lower 
dosage of the narcotic, with excellent tolerance 
and a low incidence of mild side effects (1 per 
cent). A.P.C. with Demerol is more potent than 
codeine-aspirin combinations; it also has an anti- 
spasmodic effect on the genitourinary tract. 


Bodner, Henry; Howard, A. H., 
and Kaplan, J. H. (Los 
Angeles): To be published. 


ANICTERIC INFECTIOUS HEPATITIS 


Anicteric infectious hepatitis is extremely 
common and of worldwide distribution. Jaundice 
appears to be a late manifestation, but its presence 
is not necessary to establish the diagnosis. A his- 
tory of tiredness, exhaustion, epigastric soreness, 
bloating and dyspnea and physical findings of liver 
tenderness, liver enlargement, abdominal tender- 
ness, ecchymosis and subclinical angioneurotic 
edema are diagnostic. Laboratory tests are of little 
or no help. Choline dihydrogen citrate in large 
doses is valuable in treatment. 


Chouret, E. E.: Angiology 9:228, 1958. 


PICTURE QUIZ 


Second sight 
is a characteristic 
of 


(a) development of myopia 
after presbyopia 

(b) glaucoma 

(c) no eye disease 


(d) chorioretinitis 
(e) multiple sclerosis 


For correct answer see bottom line on next page. 
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For REAL PAIN— 
REAL RELIEF! 


Considerably 
More Potent 


than A.P.C. with 
Codeine 


or Codeine Substitutes 


ne 


Demerol (brand of meperidine), l Lasonatonies 
trademark reg. U.S. Pat. Off. New York 18, N.¥, 
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eS Clinical Excerpts Picture Quiz Answer: (a) Development of myopia after presbyopia. 
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CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25¢ each additional word 
in regular type or $8.75 for 30 words and 30c each 
additional word in bold face type. There is also a 
45e charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of AMA. Count 4 additional words for a box 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additional 
word in regular type or $11.25 for 20 words and 
40c each additional word in bold face type. Com- 
mercial rates cover all ads of manutacturers, 
dealers, agencies, etc. Box number charge same 
as personal ads, 


FORMS CLOSE {5 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 | 


NOTICE 
NERY JAPANESE CAMERAS, 
oculars, recorders, mi opes below wholesale to doe- 
tors: Exakta Ila w auto- texan? $161.00, Edixa, Venta 
con, $100 up; full line of medical pt xraphy acces 
sories for these cameras, others, advisory Vice. Ge 
man microscopes $200 up, Binoculars $25 up; St eno 
rette wo mike, tape $120; merchandise fully guaranteed 
on money back basis; doct government agency testi 
area; itemized inquiry; is 
Hobbies Company, 166 West 125th 
27, New rk 


ECTROCARDIOGRAPHIC SERVICE; ELECTRO- 

ardiograms interpreted; for full intormation write to 

The Louisville Diagnostic Service, 422 West Florence 
Avenue, Louisville, Kentucky (14) 


SALARY $500 A MONTH; 


mma Tuberculosis Sanatorium, 


REGISTERED 
western Oklah Vkla 
Box 131, Clinton thon 


ASSISTANTS WANTED 


GENERAL PRACTITIONER — TO ASSIST 39 YEAR 
old mid-New Jersey internist; qualifications will de- 


termine aciery of $10,000 to $15,000 ist 2 years then 
i A » | 


start partnership toward equality. Box 7049 B, %o 


PHYSICIANS WANTED 
NEW OPENINGS 


Lov IST ANA 
492 bed state 


AREA; 


OR ANS 


ontainbleau Stat 
housing on hospital ¢ nds available; 
essway stretches 24 miles acros 
roviding Dex to a co 
city. Apply to: Dillon J. Blount, MD, Superint 
Louisiana. C 


Southeast Louisiana Hospital, Mandeville, 

SURGEON WANTED QUALIFIE > SURGEON FOR 
overseas assignment with United tates Government; 
should be single otherwise wi Hing to travel without 
dependents; assignment also neludes some gene al 
practice type medicine xraduate of class A i 


native born hy ted States citizen un fer 45 
exempt fr doctors’ draft; and in good 

600 oh us housing: three year con- 
ary of personal, 
6856 C, 


cal school; 

vears of age; 

Salary 

tract; initial reply should include summi 

professional, and military background. Box 
AMA 


POSITIONS AVAILABLE FOR PHYSICIANS WITT 
United States Government; must be willing to serve in 
the United States; or on two year assignment overseas; 
must be U. S. born citizen; graduate of U. 3S Cc 

! well ualified in general 


medical school; 
medicine; under 45 years of age, and have complet 
$10,000 per 


military obligation; sala annum; ac 
tional all ances while overseas ; initial reply 
must provide summary pe and mili- 


. Professional, 
ox 6 % AMA 


tary background 


MEDICAL WRITER 


Opportunity available for 
young physician in Professional 
Service Department of Medical 
Division. Should have ability and 
interest in medical writing. Clini- 
cal or laboratory research ex- 
perience desirable. Please send 
complete resume to: 


Technical Employment Coordinator 
THE UPJOHN COMPANY 
Kalamazoo, Michigan 


(Continued on page 125) 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


THE DIETENE NIBBLER 


Both “nibblers’ 
but one’s 


losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 
the craving for “something good to 
eat”? between meals—part of a sound 
reducing program. 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 

‘alorie Diet. They lose weight safely 
and sensibly . . . and like it. 


FREE 1-POUND CAN OF DIETENE 
See how quickly it mixes with 
skim milk, how good it tastes. 


| THE DIETENE company | 
Minneapolis 16, Minn. DA-1268 | 


Please send me free a 1-pound can of | 
Instant Dietene (regularly $1.89) and | 
| free supply of Dietene Diet Sheets. | 


| Name 
Address 
| 
| 


| Phone WH 4-1500 Cable Address “Medic” 


year, 45 cents each. 
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THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Il. 
Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 


| Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
| Price to students, interns and residents: 


$9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 


should be made by 
registered letter, money or express 
should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
“AMERICAN MEDICAL ASSOCIATION.” 


REMITTANCES 
check, draft, 
Currency 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


ADDRESS: When 
change in your address, THE 
JOURNAL or any other A. M. A. periodical to which 
should be notified at least six 
address label 
periodical, 


CHANGE OF 


you subscribe 
from your latest 
and the old and new address, 
zone number, should be included in the 
Your instructions should state also whether 
address is temporary or permanent. 


copy of the 
including your postal 
new ad- 


dress. 


COMMUNICATIONS 
than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 


WHEN 


concern more 


etc.— 


| Separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THe 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Journac if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THe JOURNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 


ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 


Index Medicus published by ihe American Medical 
Association. This requires in the order given: 
name of author, title of article, name of pe iodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, 
to limit the number of bibliographic 
eighteen. Unused manuscripts are 

regular mail. Used manuscripts are 


it Is necessary 

footnotes to 
returned by 
not returned. 
RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JounNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe JounnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 


Association will be sent on request. 
ASSOCIATION 
Cuicaco 10 


AMERICAN MEDICAL 
535 N. 


DEARBORN STREET, 


we 
( 
| 
- | THE FATTENING NIBBLER 
| 
| 
a° 
| 
division as well as advanced clinical facilities and inte- ; 
grated program with Tulane and Louisiana State Uni- 
versity Medical Schools; applicants must be under 50 
years of age, eligible for licensure in Louisiana and 
have completed at least 1 year’s residency training; sal 
ary range for psychiatrists who have completed formal | 
residency training is $10,800 to $15,000 depending on “ 
qualifications and additional experience; hospital is lo y 
cat I pir J tly 
— 
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: | TONICS AND SEDATIVES 
Even with | 
My Favorite Story 


In this space will be published anec- | 


dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


The movie producer was telling a friend 
about giving his girl friend a_ string of 
pearls for her birthday. 

“Why,” asked the friend, “don't you give 
her something practical like an automo- 
bile?” 

The producer smiled and replied, “Did 
you ever hear of a phony automobile?” 


the local income tax man inquiring about a 
$535 contribution listed as having been 
paid the church by a parishioner. 
“Did he make this donation?” asked the 
tax man. The clergyman hesitated and then 
| replied, “No, but he will, he will.” 


Rynatan 
keeps 
HEADS CRYSTAL CLEAR 


10-12 hours from just 
one dose with r ow 


minimal side effects 


because Rynatan utilizes 
DURABOND DURABOND = _ As usual, a husband and wife were hav- 
v1ous la mus ye Tight and you wrong, 
The long action of Rynatan is duetothe | said the wife. “Since God created women 
DURABOND* (oral repository) Princi- after man it must follow that we are an 
ple, a new discovery which controls | improvement over the original model.” 
absorption rather than dissolution or “Not at all,” snapped the husband. “God 
release. Prolonged effect does not de- had a very good reason for making women 
after he made men. He didn’t want any ad- 
pend on layers, waxes, pellets, or coat- | vice,” 
ings of any kind. The principle works , e 
equaily well in tablets or liquid; hence, | ae by al hi 
Rynatan is the only long-acting liquid P Returning after a lengthy absence to iis 
amily spot on the beach, the youngster 
decongestant. found them preparing to leave. “Come 


RYNATAN TABULES For adults and older children | 2long,” said his mother. “We're going to a 
| restaurant for a good dinner.” 


“I'm not hungry. I’ve eaten seven ice 


Phenylephrine tannate.................. 25.0 mg 1 th frank ” 
Prophenpyridamine tannate,........... 37.5 mg. | cream cones anc three fran furters. 
Pyrilamine tannate vecesese 37,5 MQ. Where did you get all that food?” asked 


the astounded mother. “You had no 


DOSE: 1 or 2 tabules each 12 hours. ot 
money! 


RYNATAN SUSPENSION (Pediatric Formulation) 


Each 5 cc. contains: around the beach crying and making be- 


Phenylephrine tannate......... ..... §.0mg. | lieve I was lost.” 
Prophenyridamine tannate.............. 12.5 mg 
Pyrilamine tannate 12.5 mg ° 


“Remember,” said the editor to the young 
12 hors: under year, | lady reporter. “It was Joseph Pulitzer, the 
great newspaperman who declared that ac- 
curacy was to a newspaper what virtue is to 
a woman!” 
“That’s not accurate,” said the young 
lady triumphantly. “The newspaper can al- 
ways print a retraction.” 


Write for samples and literature 
*Durabond Process, Neisler Exclusive, Pat. Pend. 


IRWIN, NEISLER & CO. ° 

DECATUR, ILLINOIS. 
Available in Canada through 

Lakeside Laboratories (Canada) Ltd., Toronto. 


(Continued on page 102) 


A clergyman received a phone call from | 


‘intestinal flora. Produces soft 


“I didn’t need money. I just wandered | 


J.A.M.A., Dec. 6, 1958 


=~ «| WHEN BABIES 


AND CHILDREN 
ARE CONSTIPATED 


Borcherdt 


MALT SOUP EXTRACT 


promotes the growth and develop- 


ment of favorable gram positive 


stools naturally, with no intestinal 
inflammation, no gas pains, no 
stomach upset. For over 45 years 
this time-tested product has been 
keeping babies and children 
regular. 

For infants, two tablespoonfuls 
in the daily formula (in water for 
breast-fed babies) bring about 
most satisfactory results in even 
the most stubborn and difficult 
cases. Malt Soup Extract is also 
used in cereals, fruit juices or milk 
for growing children. 

MALT SOUP EXTRACT is spe- 
cially processed non-diastatic 
barley malt extract neutralized 
with potassium carbonate. It's a 
food supplement, not a drug. 

Now in two forms— powder and 


liquid—in 8 oz. and 16 oz. jars. 


Samples and literature will be sent gladly 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
in Canada CHEMO-DRUG COMPANY, LTD, Toronto 


| Borcherdt Company i 
| 27 N. Wolcott Ave., Chicago 12, HI. 
| Gentlemen: Please send me free sample of Malt Soup | 
Extract and literature. 
1 City Zone... State 


| 
| 
| 
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16mm Cameras... not only the finest to work with 
... but the least expensive to maintain 


The Cine-Kodak K-100 Cameras... | 
Superb optics . . . precision engineering . . . distinguish not only the work produced 
with this fine camera but help assure long life and trouble-free performance. 

Special features include a pre-stressed spring motor for 40-foot film run on 
single winding, full speed range—16 (standard speed) to 64 (slow motion) 
frames per second, simplified roll-film loading. Single-lens model priced from 
$299; turret model, from $337. 


The Cine-Kodak Special If Camera 

With available auxiliary equipment 
and full range of Kodak Cine Ektar 
Lenses, this Cine-Kodak Special II 
embodies a complete 16mm motion- 
picture-taking system capable of 
coping with highly critical situa- 
tions. Its reflex finder shows the 
exact field covered at all distances, 
establishes focus, eliminates parallax 
problems. A long-running spring 
motor with quickly interchangeable 
100- and 200-foot film chambers 
helps get all the action. From 
$1,365.00. 


Prices are list and subject to change 
without notice. 


For further information, see 
your Kodak photographic 
dealer, or write: 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


| 
ARK 


tes hydrates hyd 
hydrates hydrates 
rates hydrates hydra 
hydrates hydrates 
ates hydrates hydra 
hydrates hydrates 


tivateS €tiyareS activa 
es activate, activates 


HYDRATES-ACTIVATES 


Effective relief of constipation 
requires more than soft stools. In 
addition to producing soft, easy 
stools, Metamucil induces gentle 
peristaltic stimulation. By retain- 
ing water within the stool, Meta- 
mucil HYDRATES fecal matter 
. .. prevents the formation of hard 
stools...and, by adding a soft, 
inert bulk to the bowel contents, 
ACTIVATES normal peristalsis. 


Metamucil is a brand of psyllium 
hydrophilic mucilloid with dextrose. 


TONICS AND SEDATIVES (Continued) 
Did You Know That? 


If you are one of those who go through life 
happily putting things on your charge ac- 
count or buying on the installment system, 
stop and think a moment of Peter I of | 
Portugal. He ascended his throne 600 years | 
ago and, to protect his subjects from im- | 
poverishing themselves, forbade anybody | 
either to buy or sell without immediate pay- 
ment. The penalty for the second offense of 
this type was execution on the spot. Peter 
would certainly work havoc with our pres- | 
ent economic system. } 


The Alibi 


When backed into a corner, man, woman, | 
and child are often proved to be resource- | 
ful and ingenious in covering up a mistake | 
and finding a good reason for why it was 
made. Some of the explanations are often 
unintentionally humorous. Here are some | 
classics in the field. | 

| 


| 


When a worried-looking man in a florist | 
shop asked for a pot of geraniums the clerk, | 
out of geraniums, suggested chrysanthe- | 
mums. “No, they won't do. I promised my | 
wife I'd water her geraniums while she was 
away.” 


SPECIALIST 


The teacher asked John the meaning of | 
the term et cetera. The answer was, “I think | 
it is to make people think we know a lot 
more than we do.” 


“Thank you very much,” said the minis- 
ter. “I must call your mother this afternoon | 
and thank her for those 8 beautiful apples.” 

“Please sir,” said Tommy, “would you 
mind thanking her for 12.” 

“Honey,” said the young farmer, “if you 
will marry me, I'll put in electricity, get 
some modern kitchen things, paint the 
house inside and out, and buy a milking 
machine.” 

“Henry,” sighed the wise young lady, 
“suppose you do all those things and ask 
me again.” 

e 


Quotes of the Week 


A coffee break is about the only break 
some workers feel they get. 
A chiropodist is a man who makes money 
hand over foot. 
Champagne is a beverage which makes 
you see double and feel single. 
Canapes is a sandwich cut into 24 pieces. 


(Continued on page 104) 
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EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 
PLUS APC. © 1988, SCHERING CORPORATION, BLOOMFIELD, 


NEW JERSEY. ALL RIGHTS RESERVED. CN.J-1298 
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In your bag... 
ready for use... 
IMMEDIATELY! 


srompt onset of action and paanged duration of if 


THE FIRST READY-TO-USE, 


SOLUBLE, 
ALL-PURPOSE 
PARENTERAL STEROID 


INJECTION HYDELTRASOL 


(Prednisolone 21-Phosphate) 


ADVANTAGES: 

1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., Inc., Philadelphia 1, Pa. mOo 


3 
OVERWHELMING SYSTEMIC INFECTION—in | DISABLED RITIC—INJECTION HYDELTRASOL 
certain fulminating infections, when the patient's life is in | provides strikingly prc from rt and 
danger, INJECTION HYDELTRASOL can be a lifesaving mea- for 
until sufficient time elapses for specific antibiotic herapy elief 
« 
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TONICS AND SEDATIVES (Continued) 


a vision and she turns out to be a sight. 


wife knew before she married you. 


A blind date is when you expect to meet 


The best people are the ones who your 


Anecdotes 


The owner of a movie house had just 


J.A.M.A., Dec. 6, 1958 


A beginning student in English at a 
Middle Eastern college was constantly 
| boasting about his knowledge of the lan- | 
guage. One day he told a fellow student, “I 
know English well. I can say to a person 
|‘come here,’ and he knows what I mean.” 


taken out a fire insurance policy. As he | 
| signed his name to the final contract, he 
| looked up at the insurance agent and asked, | 
“Now, if my theatre was to burn down to- 
| morrow, what would I get?” 

“Oh, about two years, I imagine,” was 
the reply. 


there, 
then?” 


“I go over there and say ‘come here.’ 


an exhausting day at the office but much to 
| his exasperation was being bedeviled by an 
endless stream of unanswerable questions 
from his little son. 

office, Daddy?” asked the youngster. 


ly trying to end the conversation. 


“How do you know when you're through?” 


replied. 


“Suppose you want a person to ‘go 
*” asked the other. What do you say 
The beginner though a moment and said, 


The poor father was trying to rest after 


“What do you do all day down at your 
“Nothing!” shouted the father desperate- 
After a thoughtful pause his son asked, 


Tuckahoe, New York 


The village gossip was pumping the local 


doctor about the recent demise of their 
town’s richest man. “You knew him well,” | 
she cooed. “How much did he leave?” 


“All of it, madam, all of it,” the old doctor | 
| 
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EACH TABLET CONTAINS 
CHLORPROPHENPYRIDAMINE MALEATE PLUS APC. 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 


©1958, SCHERING CORPORATION. ALL RIGHTS RESERVED. 
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“One thing more, doctor—perhaps you could explain to him 
why Jack Sprat could eat no fat! 
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© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


tearate 


(Erythromycin Stearate, Abbott) 


4 atinne 


In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 


Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
Supplied 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 


x 
; 
. 
Ay 
& 
4 
— 
Ze aosage: 
q > 
“ 


in 
antibiotic 


107 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 


Therapeutically, you'll find ERY THROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Abbott 


dangerous complications. 
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White line on the chart shows the ranges of Filmtab 
COMPOCILLIN-VK, while the gray line shows the 
medians, Note the high ranges and averages at \% 
hour, and at 1 hour. 


Doses of 400,000 units were administered before meal- 
time to 40 subjects involved in this study. 


NOW, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN-VK. 
Note the chart. Concentrations are three times higher 
than an equivalent dose of potassium penicillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral peni- 
cillin should be supplemented by parenteral therapy 
to obtain the maximum therapeutic response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in rheu- 
matic fever and rheumatic heart disease. 


Dosage: 
Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 


reduced in proportion to body weight. 


Supplied: 
In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 mg. 


(400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. bottles. 
Each 5-cc. teaspoon of solution represents 125 mg. 
(200,000 units) of potassium penicillin V. 


COMPOCILLIN-V* Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc, 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 


units) of penicillin V. At all pharmacies. Obbott 
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the most effective antibiotic 


available against staphylococci 


CRYSTALLIZED 


(RISTOCETIN, ABBOTT) 
PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Coccal 
Infections, Including Resistant Staphylococci and Enterococci' 


Provides Bactericidal Action Against Coccal Infections’ 


Provides Successful Short-Term Therapy In Endocarditis* 
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Now, after just 12 months, SPONTIN has become an outstanding 
drug of choice against resistant staphylococci, and in other serious 
coccal infections. 

Six papers presented at the Antibiotics Symposium' reported 
the effectiveness of SPONTIN against resistant staphylococcal! in- 
fections. Clinical responses involved enterococcal endocarditis, 
staphylococcal pneumonias and staphylococcal bacteremias. 
Many of these patients were going downhill steadily—in spite of 
treatment by other antibiotics. 


Toxicity? Careful attention to dosage recommendations has 


practically eliminated toxicity and side effects as serious obstacles 


to therapy. Also, recent improvements have been made inthe manu- 


facture of SPONTIN; the drug is now made from pure crystals. A 


recent report 


Journal of the American Medical Association 


concluded, ‘“‘It is our opinion that, if proper precautions are ob- 


served, ristocetin is a [well-tolerated] and potent agent to employ 


in the treatment of staphylococcal infections.”’ \ 


lf you do not have the revised literature on this lifesaving anti- 


, please contact your Abbott Representative soon; or write 


direct to Abbott Laboratories, North Chicago, Illinois. 


INDICATIONS: Against a wide range of staphylococcal, strep- 


tococcal, pneumococcal and enterococcal infections. A drug of 


choice for treating serious infections particularly those caused by 
organisms that resist all other antibiotics. 

DOSAGE: Administered intravenously. In pneumococcal, strep- 
tococcal and enterococcal infections, a dosage of 25 mg./Kg. wil 
usually be adequate. Majority of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. It is recommended that the 
daily dosages be divided into two or three equal! parts at eight- o1 
12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized 


powder, representing 500 mg. of ristocetin A activity. bbott 


1. Sixth Annual Symposiu 
2. Antit cs A al, 1957-58, p. 187-95, 
3. J.A.M.A., 1 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with... improvement in cardiac status 

and loss of toxic symptomatology. ... One of the most important effects of the potent 
oral diuretic was the smooth continuous diuresis. There was less fluctuation in the 
weight... marked diminution in the number of acute episodes of congestive heart failure 
such as paroxysmal dyspnea and pulmonary edema. ...[DIURIL] appeared as potent a 
diuretic as parenteral mercurials and indeed in some patients it was effective 

when parenteral mercurials failed....We have encountered no patient who once 
responsive to chlorothiazide later developed resistance to it.” 


DOSAGE: One or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); bottles 
of 100 and 1,000. 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Philadelphia 1, Pa. Qo) 
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250,000,000 cans 
produced with 
every care 

to merit use 


with confidence 


j 

\ cS) / 250.000" 


Dextri-Maltos? 
Powder. 


Mead Johnson 


This golden can represents the 250,000,000th can of 
Dextri-Maltose produced. It symbolizes our apprecia- 
tion to the medical profession for their advancement of 
infant nutrition and care in the past half-century. And 
with it we rededicate ourselves to continuing provision 
of the products and services needed for physician- 
controlled infant feeding—both for “normal” babies and 
for those with special feeding problems. 


for your use in feeding “normal” babies... 

Lactum® (Modified milk formula, Mead Johnson — liquid/ 
“instant” powder). Made from whole milk and Dextri-Maltose. 
A “classic” modified milk formula, of the type used in feed- 
ing millions of babies. Dextri-Maltose® (Maltose-dextrins 
formula modifier, Mead Johnson—powder). “Professional” 
carbohydrate — designed specifically for use in infant 
formulas. 


Mead Johnson 


Symbol of service in medicine 


Fr7os 
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from years of experience...years of 


for initiation of therapy 


MERCUHYDRIN 


i BRAND OF MERALLURIDE INJECTION SODIUM 


Long recognized as a standard by which other diuretics 
are judged, MERCUHYDRIN is still a mainstay 

of any diuretic regimen initiated to control fluid-retention 
disorders. Years of experience have taken the guesswork 

oe out of MERCUHYDRIN: you know what to expect— 

you know maximum benefits are achieved rapidly, 

you know side effects are rare, and you know that you are 
administering a diuretic of choice—proved through the years, 
There are 39 mg. of mercury as the organic molecule 
meralluride and 48 mg. of theophylline 

in each cc. of MERCUHYDRIN injection. 


supplied: MERCUHYDRIN — 1 cc. ampuls, 
boxes of 12, 25, and 100; 2 cc. ampuls, boxes of 12, 25, 
and 100; 10 cc. vials, boxes of 6, 25, and 100. 
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confidence and patient comfort 


for prolonged oral maintenance 
TABLET 


BRAND OF CHLORMERODRIN 


For maintenance of the edema-free state, NEOHYDRIN, 
a clinically established oral organomercurial, 

avoids the ill effects of up-and-down maintenance, 
averts seesaw fluid accumulation and permits 

you to adjust dosage for the individual patient needs, 
There are 18.3 mg. of chlormerodrin, equivalent 

to 10 mg. of non-ionic mercury, in each tablet. 
supplied: NEOHYDRIN—Dbottles of 50 and 500 tablets. 


NEOHYDRIN 
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a moderate reduction in fat 
indicates 


Medical and nutrition authorities recommend mod- 
eration and reasonableness in food choice as a best 
guide to good health. When a moderate reduction of 
dietary fat is indicated, a good choice is the cereal 
and milk serving for breakfast and the late evening 
snack. 

Both the breakfast cereal and the milk contribute 


nutritive 
composition 
of average 


cereal serving 


ASCORBIC ACID 
CHOLESTEROL 


*Nonfat (skim) milk, 4 0z., reduces the Fat value to 0.1 gm. and the Cholesterol value to 0.35 mg. 
**Based on composite average of breakfast cereals on dry weight basis. 


cereal and milk serving 


well-balanced nourishment and provide quick and 
lasting energy. This serving, as shown below, is a 
good source of many nutrients and provides about 
10 per cent of the daily recommendations of high 
quality protein, important B vitamins, and essential 
minerals. Served with nonfat milk, the fat content is 
very low. * 


Cereal, 1 oz. 
Whole Milk, 4 oz. 
Sugar, 1 teaspoon 


Whole Milk 
4 oz. 


Sugar 
1 teaspoon 


16 


Cereal** 
1 oz. 


ok 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 


Table. J. Am. Dietet, A, 33:26, 1957. 


Hayes, O. B., and Rose, G. K.: Suppl 'y Food Comp 


CEREAL INSTITUTE, INC. « 


135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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3.1 gm. gm. 

0.6 gm. gm.* 

32.2 gm. 22 gm. gm. 4.2 gm. 
gm. 0.025 gm. gm. 

0.12 mg. mg. 
0.25 mg. 0.04 mg. mg. 


In emphysema, chronic bronchitis and 
other pulmonary disorders, Choledyl re- 
lieves bronchospasm, directly stimulates 
the respiratory center, increases vital ca- 
pacity. After two weeks on Choledyl, 
patients usually display a marked re- 
duction in wheezing and coughing. . . 
breathing becomes easier. Well-tolerated, 
highly soluble Choledyl gives long-term 
protection—with virtually no gastrointes- 
tinal irritation. 


betters breathing... 
forestalls the crisis 


(brand of oxtriphylline) 


— 
WARNER a 
cwitcorTrr 


WHE TE’s Cop LIiwvER 
CONCENTRATE BLETsSs 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 

Also available: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 
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How well you know the 
other brand elastic bandage? 


Doctors prescribe over half of 


the elastic bandages used - - - 
yet they often mistake a brand 
name for the bandage itself! 


Think back a moment, doctor. How often 
in prescribing an elastic bandage have you 
used a brand name unintentionally when 
you just meant any elastic bandage? 

Of course you didn’t mean to. You know 
there are two important brands of elastic 
bandages . . . each a fine product in its own 


right. 
But how well do you really know (and 
remember) the other brand... the 


TENSOR elastic bandage? Tests prove it’s 
one you ought to remember. 


FOR THESE REASONS: 


1. TENSOR is made with live rubber threads 
that don’t die in the laundry, but are spe- 
cially heat-resistant to keep positive stretch 


and snap-back despite laundry dryer heat. 


2. TENSOR has long-stretch action which 
enables it to offer proper compression- 
throughout a greater stretching area. 


3. TENSOR is self-conforming . . . adjusts 
itself to the swelling. For instance, if you 
wrap the bandage, doctor, the pressure you 
apply is the pressure TENSOR maintains. 


4. TENSOR has thin plastic tips that elimi- 
nate bulky pressure points... make it easy 
and safe to apply. 

This bandage offers patients all these bene- 
fits. The name, again, is TENSOR. 


TENSOR 


ELASTIC BANDAGE 


WOVEN WITH HEAT-RESISTANT LIVE RUBBER THREADS 


Bauer: Black 


DIVISION OF THE KENDALL COMPANY 
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CHLORAMBUCIL (formerly known as C. B. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


e Sugar-coated Tablets of 2 mg. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


‘Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 


myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad- 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


A FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 


in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 


Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


ae Tablets of 2 mg. 


Butazolidin’ 


(phenylbutarone Geigy) 


in a broad spectrum of 
inflammatory indications 


arthritic - phlebitic - rheumatic 
clinically verified by over 1,000 


published reports* .. . 
150,000,000 patient days... 


* Complete bibliography furnished on request. 
97558 


In a typical study of 1,776 patients’ treated with Butazolidin for rheumatoid arthritis, osteoarthritis, ankylos- 
ing spondylitis or miscellaneous musculoskeletal disorders, the over-all picture was gratifying. Over 80% of 
the patients responded favorably. In the more acute cases, results were frequently outstanding. Pain relief 
was generally accompanied by reduction in joint swelling and increase in mobility. Only 3 patients 
developed serious reactions. 

Robins and others’ have reported that Butazolidin was particularly effective in the treatment of rheumatoid 
spondylitis and gouty arthritis. Response was also favorable in rheumatoid arthritis, osteoarthritis, the 
painful shoulder syndrome and miscellaneous other musculoskeletal conditions of an inflammatory nature. 
Stein? has reported that therapy with Butazolidin provides uniform and striking improvement in acute 
superficial thrombophlebitis, due to varicose veins, malignancies, chemical and diagnostic irritants and 
other causes. In his series of 132 patients, 126 (95.5%) responded favorably. 


McMah M. F.: Rh ism 13:17, 1957. 


. Robins, H. M.; Lockie, L. M.; Norcross, B.; Latena, $., and Riordan, D. J.: Am. Pract. & Digest Treat. 8:1758, 1957. 
. Stein, 1. D.: Circulation 12:833, 1955. 


BUTAZOLIDIN® Geigy): Red cooted of 100 mg. BUTAZOLIDIN ® Alka: Capsules containing BUTAZOLIDIN (pheny!- 
butorone Geigy) 100 mg ; cluminum hydroxide 100 mg ili 150 mg.; hb opi thy tb ide 1.25 mg. 
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multiple benefits for your obese 
patients...when you prescribe 


specitically for weight reduction 


PRELUDIN does not overstimulate. “...in clinical e the side-effects 
_ nervousness, hyperexcitability, euphoria, and insomnia are much 


PRELUDIN—potent anorexiant 

“Its action as 

 prolonged.”2. 
PRELUDIN—provides weight loss 


“The total amount of weight lost by each patient and the omen in thes 
weight loss were five times as great 


PRELUDIN—kind to the psyche 

_ “While complaints of depression, weakness and fatigue are Pooes asso- 

ciated with a {severely] restricted caloric regimen, by contrast, _ 

inthis study were cheerful, alert and energetic: 
GEI GY (2) 76:117, 1957. (3) Ressler, C.: J.A.M.A. 
ARDSLEY, N.Y. 165: 135 (Sept. 14) 1957. (4) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. _ 


PRELUDIN® (brand of phenmetrazine hydrochloride). 
Ingelheim. 
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(Continued from page 99) 


Medical 
Bureau 


900 North Michigan Avenue Chicago 


(A65)_ Psychiatrist, 

nk, full prof if hy warrants; 

ADMINISTRATION: AA9B) 

med 
$10 0.31300: 

ANESTHESIOLOGY: 46) Ass'n, anes group; 2 hosps; 
pig prog; open heart surg within 3 mo; tst yr, 
ais. ~ 2d, $17-$19,000; 3d, $30,000; univ city, Pac 

oast. 

DERMATOLOGY: (D50) Ass'n Ige priv 
pract; coll town near LA. 

PRACTICE: (F78) Ass'n, surg, FACS; $1000; 

4-6 mo, 50% segernnees gross; full partner 
aoe 2 yrs: Calif. (F79 ss'n, 2 busy GPs; new 
air-conditioned med center; small town in N. C., 700 
miles from N 2 ew Orleans, Chicago. (F80) GP 
to take charge med dept, new penitentiary-hosp; SW: 
$9000, new 3 bedroom home. (E81!) Ass'n, GP: pref 
about 30; partner oppor; town 5000, on Gulf of Mex: 
Fla; good schools, hosps, RERUNS, fishing; should 
earn in excess of $12,000, ist 

INDUSTRIAL MEDICINE: (G93) To serve as med dir, 
3 plants; helpful if some exp indus med; oppor also, 
for internist qual read cardiograms; salaries in tine 
with exp; Tex 

INSURANCE MEDICINE: (K44) Chief med officers, NY 
& MW offices, major co; internists or GPs 

INTERNAL MEDICINE: (H68) Qual gastroenterology: 
22 man group; practice drawn from 6 states; res. town 
near univ city, MW. (H69) Ass'n, group, 6 internists; 
busy pract with study & research in arthritis: univ 
city, SW. (H70) Ass'n, Board internist well estab 
suburd of NYC on Long Island Sound: partner oppor: 


July ‘59 
NEUROSURGERY: 


woman; professional 
women's coll; E. 
Med dir; 200-bed hosp; 3 

including yr as hosp adm; 


Board derm; 


Diplomates or eligible, head 
. 8 man group; expansion prog; new clinic bidg: 
coll town, surrounding area, 160,000; 300,000 by 1960; 


Calif 

OBSTETRICS-GYNECOLOGY: (J41) Ass'n, 
Ob-gyn, 8 man group; attrac res town, near univ 
coll town, Missouri. (J42) Ass'n, 23 man group: med 
school city, MW: partner oppor 

ORTHOPEDICS: (K83) Ass'n, orth dept, 
one of longest estab in Calif; partner oppor 
Group estab early ‘58 by prominent surg; 
30,000, near univ med center, So; $19,000 if Board; 
$18,000 if elig 

PATHOLOGY: (L98) Dir dept, 325 bed hosp: guarantee 
plus % providing excel income. (L99) Assoc to serve 
800 bed hosp, 3 small priv hosps, 2 priv clin labs; %, 
full partner after 5 yrs, Calif 

PEDIATRICS: (Mi4) Head dept, 15 man clinic: 
sion prog: town 70,000, NE Texas; 
center; excel hunting, fishing: 
fringe benefits. (Mi5) To join staff med care prog 
affil public health div, outside US; 250 bed hosp; 
ideal —— temp range 70-86 all yr round; 2 yr 
contrac 

P&WN: (P28) Psy to head dept, 
50,000 ; NW: partner oppor 

RADIOLOGY: (R57) Dir dept, 350 bed gen hosp with 150 
bed addition to be completed next yr; fully approved; 
income providing $25,000 yr: coll town, 40, So 

STUDENT HEALTH: (TIO) Center serves 2 

32 bode: oppor research, teh'g: $12 


(K84) 


expan- 
important trading 
partner oppor, liberal 


Board surg; busy pract; 
advantageous of qual urol; Ohio. (U32) Gen 
surg, Board or elig; ass'n, 3 man surg dept, 17 man 
group serving major indus co; own 
JCAH; Kansas. 
UROLOGY: (W53) Ass'n, Board uroi; 
med school city, SW: early partner. 


Ige priv pract; 


Please send for our Analysis Form. 


Burneice Largon oiector 


OPPORTUNITIES AVAILABLE 
physicians as Directors of local health departments; 
salary range with recognized public health training or 
experience $10,032 to $12 .000; applicants without train- 
ing or experience given on-the-job training and paid 
$9,168: beginning salary; applicants must be American 
citizens, under 48 and eligible for Virginia licensure; 
liberal sick leave, vacation and retirement benefits. 
Write: Director of Local Health Services, State Depart- 
ment of Health, Richmond 19, Virginia. c 

PSYCHI sty BOARD ELIGIBLE FOR 

Chief, NP service 

intensive therapy NP service; pee ha ve 
iet Mental Hygiene Clinic; Socia 

Psychology members available; clinic 

active 450 GMA&S hospital to 

$16,000 depending on qualifications; liberal acation 

and retirement benefits; citizenship required 

Manager, Veterans Administration Center, 

Louisiana 


iSTS OR 


vacancy 


PSYCHIATRISTS WANTED PSYCHIATRISTS (5 
for employment with the United States Government de 
siring career opportunity to work in a clinica 
well as active research program in close associ 
well qualified psychiatrist in a small unit offering i 
vidual attention; must be Board eligible; 
years of age; United States born citizen, 

Class A medical school; salary $10,150 to $11.5 
annum; include summary: profess ic 
military background. Box 6697 C k MA 


mal 


MEDICAL OFFICER-—PATHOLOGY; OPPORTUNITY 
for pathologist to conduct basic research studies in the 
fleld of the pathology of infectious disease; salary 
$11,595 per annum; vacancy will be filled in accordance 
with federal government competitive appointment pro 
cedures. Send resume to: Civilian Personnel Officer 
Fort Detrick, Biological Warfare Laboratories, Fredet 
ick, Maryland 


(115) Head dept, 22 man group; coll 


| 
Board qual | 


28 man group; | 


coll town, | 


14 man group; coll town, | 


univ cam- a 


early | 


in 450 bed GM&S hospital with small | 


Shreveport, | 


5 | Certified or eligible 


petrolatum gauze-still | 
largely granulation tissue 


Skin graft donor site after 2 weeks’ treatment with... 


gauze— 


completely epithelialized 


OBJECTIVE EVIDENCE OF 


| EXCELLENT WOUND HEALING 


was obtained in a quantitative 
each dressed half with FURACIN 


| 


study of 50 donor sites, 
; gauze, half with petrolatum 
gauze. Use of antibacterial FURACIN Soluble Dressing, 


with its water-soluble base, resulted in rapid and 
complete epithelialization. No tissue maceration occurred 
in FURACIN-treated areas; no sensitization was reported. 


Jeffords, J. V., 


FURACIN®... 


spread FURACIN 
soluble ointment-like b 


and Hagerty, R. F.: Ann. Surg. 145 


Soluble Dressing: 
ase of polyethylene glycols. 


7169, 1957 


brand of nitrofurazone 
a broad-range bactericide that is gentle to tissues 


FURACIN 0.2% in water- 


sprinkle FURACIN Soluble Powder: FURACIN 0. 2% in powder 


base of water-soluble polyethylene glycols. Shaker-top vial. 


180 bed hosp. | 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 


polyethylene glycols 65% 


EATON LABORATORIE 


Nitrofurans 


PHYSICIAN W ANTED IN sol THEASTERN ARIZONA 
to medics ‘ n 
allowances; 


geon Ips age 
Douglas, Arizona, 


t Chief S 
wtation, Douglas Hospital, 
ing personal and professional backgr 
WANTED--INTERNIST; UNDER 
; Drefer interest in chest disease 
have had recent coronary 
; completely equipped; 
center 550,000 in east 
no investment first y 
send complete det 


5; BOARD QUALI- 
and allergy but not 
und must decrease 

. modern office in 
ideal living 

r; immediate partne r 

ails first ‘lk tter. Box 7097 C, % 


conditions ; 
ship; 


| medical 
AMA 


| WANTED-ORSTETRICIAN- GYNECOLOGIST; BOARD 
to join established group in south- 
western Pennsylvania; present staff of 45 Boar 

ists; located in modern, well equipped clinic; 
stipend of $16,000-$25,000; depending on qualifications; 
annual vacation and study periods. Write: Box 7103 ¢ 
% AMA 


| WANTED — BOARD CERTIFIED INTERNIST; FOR 
full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals; experience in 
the field of hematology preferred; starting compensation 
$18,000; progressive pay scale. For details address: The 
Clinical Director, Miners Memorial Hospital Associa- 
tion, 1427 Eye Street, N. W., Washington 5, D. C. c 


, wetting agent 0.3% and water. 


S, NORWICH, N.Y. 


1 NEW class of antimicrobials— 
| neither antibiotics nor sulfonamides 
IN VIRGINIA FOR | 


ve ‘ 
tunity r qualifie 4 
salary open; Direct correspondence 
, Superintendent, Lockport Memorial 
Lockport, New York 


SURGICAL ASSOCIATE—FOR BUSY. YOUNG GEN- 
eral practitioner in northern Mountain area; preference 
for someone with surgical Boards; however, surgical 
training of some degree and experience acceptable: lo- 
cation in heart of fine hunting and fishing area; if in- 
terested, write: Box 7109 C, %o AMA. 


(Continued on next page) 
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OF 


VARIDASE 


Streptokinase-Streptodornase Lederle 


STRAINS 
SPRAINS 


e REDUCE INFLAMMATORY 


REACTION...SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 


BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 


Buccal Tablets should be re- | 


tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN” V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 

*Reg. U.S Pat. Off. 


(Continued from preceding page) 


PRACTITIONERS INTERESTE 
Vacancies exist for several ful 
> and willing 


SEEKING POSITION ON WEST COAST? 
A complete list of positions avail- 


WEST COAST MEDICAL COUNSELLORS agency 
821 Market Street, San Francisco 3 


Hospital, Chillicothe, Ohi 
south of Columbus. Write: Manager, Veter ans /F cer 
istration Hospital, Chillicothe, Ohio. } 


WANTED—BOARD CERTIFIED PSYCHIARTIST; FOR | 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; progressive pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 

iati 1427 Eye Street, N. W., Washington 5, D. C 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST; 
for full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals; starting com- 
pensation $20,000; progressive pay scale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
— 1427 Eye Street, N. W., Washington & 


PHYSICIAN WANTED FOR 200 BED CHRONIC DIS 
ease and tuberculosis hospital; large outpatient depart 
ment; attractive location; starting salary $9,000 per year 
and up depending on qualifiications ; part maintenance ; 
must be eligible for Michigan license; give complete 
outline of educational and eT ‘experience with 
first letter. Write: Box 7104 C, % AMA 


PSYCHIATRIST—BOARD CERTIFIED; PREFERABLY 
with training and experience in neurology, for balanced 
medical group in city of 35,000; good conditions, ample 

» benefits and starting net income of $19,000. Ed 
_ Vacher, Jr., MD, Medical Director, Fairmont | 
Fairmont, West Virginia. Cc 


OPHTHALMOLOGIST - OTOLARYNGOLOGIST 
Board certified in one branch with training and expe 
+ in the other, for medical group in city of 55,000; 
good conditions, ample fringe benefits and starting net 
$19,000. Edward Vacher, Jr., MD, Me “dical 
r, Fairmont Clinic, Fairmont, West Virginia. C 


THOROUGHLY QUALIFIED PHYSICIAN 


practice and industrial work; must have 


» license and be affiliated with an academy of 
in 
Cleveland 15, Ohio. 


Ohio or some other state. 200 mepubite 


miles | 


J.A.M.A., Dec. 6, 1958 


OUR 62ND YEAR 


WOOD WAR 


FORMERLY AZNOES 
185 \.Wabash-Chicago, IIL. 


under: the counrgling &Vurice to” 


ALLERGY : (r) Hd dept; 14 man grp, mostly Dipls; $1000 
mo, increase each 6 mo; prtnr 3 yrs; SW 

ANESTHESIOLOGY: (a) Dir dept; new 200 bd hsp; priv 
fee basis: shid net excess $25,000 Ist yr; SE. (b) 
dept; 530 bd, fully-approvd hsp; expandg 100 bds; 
Med Schi city: New York area 

AVIATION MEDICINE: (d) Experd or trnd: mgmt posi- 
tion; med ofc; Ige corp; $12,000; coll city, W 


DERMATOLOGY: (k) Hd dept: new post; 23 man arp. 


mostly Dipis w academic appts:; own well-equipd 
bidg; facils JCAH, med-schi affild hsps; W 


| FOREIGN: (n) Hsp & ofc pract; 2 yr contract; about 


$12,000; transportation; Pacific Island 

GENERAL PRACTICE: (i) Assoc w GP, AAGP; modern 
cl ofc; 125 bd, JCAH hsp; $13,000; prtnr 2nd yr; MW. 
(j)) Assoc w GP, AAGP; oppor assist surg; $14,000 
ist yr; % basis w guar, 2nd yr; then prtnr; Calif. (k) 
Assoc w Surg: !2 rm ofe, fully- equipd; no investmt; 


net -22, : 

INDUSTRIAL MEDICINE: (m) Med Dir; new post: 
pa co, 5000 emplys: excl facils; $12-15,000; Fla. 
ad ANCE MEDICINE: (1) Chief Med Examiner; 

ofc; lge insur co; $12,000, fringe benefits; E. 

INTERNAL MEDICINE: (d) Assn 7 man orp, well-estbd: 
oppor to $20,000; prtnr 3 yrs: MW. (e) Bd qual 
w exper; 4 man grp; to $20,000 Ist yr: no investmt: 
Calif. (f) Med Dir; bus institution, 9000 emplys; pref 
w cardiology trng; $15-20,000; E. 

OALR: (j) Oph; Assn w/4 Cert Otos: facils 2 excl hsps: 
$1000, 4 mos, then % basis, about $18,000; full 
prtnrshp, 2 yrs; MW. (k) Oto: Trg Bronchoscopy & 
Esophagoscopy; assn w Bd Oph, FACS; Excl priv 
pract; about $21,000; West Virginia. 

OB-GYN: (k) Mostly Gyn; assn 6 man hsp orp, only 
referred wk; 125 bd, gen!l, JCAH hsp: sal open, then 
prtnr; SE. (1) Assn, Dipl: man grp, mostly Dip!s: 
pe increases $3,000 yr, 10 yrs: SW. (m) Hd 

man orp; full prtnr 3 yrs; w. 

ORTHOPEDICS. (a) Assn 30 man orp: Dipls or Bd elig: 
guar $18,000; good potential; Calif. (b) Hd dept: ti 
man grp—8 Cert; 110 bd, JCAH hsp; $17,000 in- 


pase ntic. 

PATHOLOGY: (d) Hd dept: 250 bd, JCAH hsp; sal or 
So Ci Lab; 250 bd gent, vol, fully 
approvd hsp: to $20,000; city 50,000: E 

PEDIATRICS: (c) Hd dept: new post; Cert 7 man arp: 
180 bd, gent hsp; city 100,000 servs area 500,000: SW. 
(d) Interest, Allergy: assn w.2 Bd Peds; 15 man orp: 
$12,000; prtnr yr; 

PHYSICAL MEDICINE: (e) Dir dept: jiow. esthd, JCAH, 
children & adult hsp; to $18,000; 

& N: (a) Psy: Assn 5 man orp; shy ao bd priv mental 
institution ; $15,000 plus full maintenance: Dr's home 
on lake; MW. (b) Neuro; Assoc w. Dipl, FACS: rsrh, 
tehg; $20-30,000; E. 

RADIOLOGY: (x) Hd dept: excl {4 man cl orp: staff 
180 bd, JCAH hsp, expandg: MW. (y) Hd dept: 400 
bd. gent, fully-approvd hsp; expandg 150 bd; to 
$25,000; city 50,000; So. Atlantic 

SURGERY: (j) Assn 7 man orp; estbd ‘37; interd Ortho 
& Traumatics; $14,000, increasg $15,000; prtnr 2 yrs: 
MW. (k) Hd dept: new post; 3 man spec grp: new 
bidg: share income & expenses equally; no initial in- 
vestmt; Calif 

UROLOGY: (j) Hd dept; 15 man orp: fully equipd dept: 
good potential; med centr; Middle East. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


| We offer you our best endeavors—our integrity—our 62 


year record of effective placement achievement 
STRICTLY CONFIDENTIAL 


INTERNIST WANTED—BOARD ELIGIBLE; NORTH 
lowa town; 30,000 shopping center for rich farming and 
industrial area; association with internist and two 
surgeons; own building; excellent hospital facilities; 
$12,000 wa per reentage first year; partnership years. 
tox 4046 C, % AMA 


OPPORTUNITY FOR GENERAL PRACTITIONER 
town of 3,000 in Lancaster County urgently needs gen 
eral practioner; fully gree office available including 
diathermy, X-ray ete; omplete patient record 

sacrifice for renlacument cost of equipment a 

tact: D. L. Long, Jr., MD, Marietta, Pennsylvania. C 


MINNESOTA PSYCHIATRIST WANTED FOR COM 
munity mental health center; southern Minnesota; 50,- 
000 population; requirements, Board or eligible; Minne- 

ota license; psychologist, psychiatric social worker 
~ ing secured; information on request. Paul Lockwood, 
Windom, Minnesota 


UROLOGIST.-BOARD OR ELIGIBLE, FOR CHLEF OF 
Section in active 450 bed M&S hospital ; salary to 
$16,000 dans nding on quali ifle ations; citizenship re 
quired; liberal vacation and retirement benefits ; desir- 
able community; Contact: Manager Veterans Adminis 
tration Center, Shreveport, Louisiana 


SURGEON—FULL TIME; SHOULD BE BOARD CER- 


tified, Board qualified or surgeon who has completec 
approved residency and desires preceptorship appot 

ment to complete requirements for Board certifics : 
salary commensurate with qualifications. Manager, Vet 
erans Administration Center, Mountain Home, Ten 
nessee Cc 


WANTED— BOARD CERTIFIED SURGEON ; GENERAL 
practitioner, pediatrician; heart of West Virginia's va 
cation land; excellent swimming, hunting, fishing; pop 
ulation 12,000; new hospital privileges; good conditions ; 
energet ie man should earn $20,000 first year. sox 
C AMA 


WANTED—GENERAL PRACTITIONER AND PSYCHI- 
atrist; state hospital for mentally retarded; salary $10,- 
320 to $12,000: Board Certification surger internal 
medicine, psychiatry, $14,500 to $16,000. Gallepotis State 
Institute, Gallipolis, Ohio. c 
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SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ADMINISTRATION: Med Dir, must have adm. abilit 
& bekgrnd; between 40-50; MW; to $20,000; F 
adm. clin. work w/cons. executive staff contact; 

splendid working conditions; perm 

ANESTHESIOLOGY: sm. Calif. hosp; work pleasant; fee- 
for-serv; dept has Cert Anes & nurse anes; coop staff 

GENERAL PRACTICE: (a) yng. man for assn. w/sm. 
orp. in sm. ex-resort twn; well equip. new cl, working 
w/new hosp in stages of expansn; to $15,000 Ist yr; 
then full & equal prtnrshp (b) pract avail, south 
Calif, doc levng a/c family hith: can gross at least 
$15,000 ist yr; poss RR & Ins appntmnts; 3 open 
staff hesps w/in 15 min of offi; sale price $15,000; 
$3000 down; terms 

INDUSTRIAL: SW firm; up-to-date Med Dept; requires 
min 2 yrs exp indus med & someone w/ potentialities 
of becoming supervisor of Clinical Div; wealth of info 
avail re radiatn med 

INSURANCE: qual Internist int in perm postn as Med 
Underwriter; sal open; good future: hrs. 


reg 
6 man orp, nr Chgo; $1000 start, 


MEDICAL ‘DIRECTOR: F/T; E; dermatological pharm 
hse seeks doc w/pharm. inclinatns: should be fam- 
have good writng facil, & 

in med dept of pharm co; sal open 

OBSTETRICS. GYNECOLOGY: w/abd surg; to $15,000 

net start; asst FACS est 25 yrs; metropolitan area; E 
OPHTHALM OLOGY: assoc in tremen pract in 

w/Cert eye man enjoying nat! reputation ; $10-$12,000, 

then % until complete prtnrshp rechd; no strngs at- 


tached 

ORTHOPEDIC SURGERY: assoc. w/outstanding Choo 
— finan. arrangements open; good opptny for 
right y man 

PEDIATRICS. excel. opptny. Cert or bo'd elig man, to 
$14,000 Ist yr; prtnrshp after 3 yrs; midway between 
Mayo’ s & U-Minn; orp of 6 (no ped) est 45 yrs now 

gaged in extensive moderniztn of phys plant 

PHARMACEUTICAL: pref man w/basiec resrch trng or 
trng in 1 of specialties such as surg, ped, anes, etc; 
want somebody to become interested in a gen! solutn 
line & part. electrolyte balance; MW; to $14,000; 
must be under 40 

PHYSICIAN: med staff, airline, MW, must have exp or 
trang in aviatn med: $1000 ° 

PSYCHIATRIST: growing state hosp; Pac NW; 1700 pts, 
ail types mental illness; to $1000 mo & mtn 

RADIOLOGY: comb. priv offices & hosp pract serving 5 
osp on P/T basis: $18,000 Ist yr assured; E 

STUDENT HEALTH: (a) F,T, duties: clinical, resrch, 
tehng in personal & PH to undergrads; $12,000 begin, 
i-mo vactn; MW (b) 2 staff vacancies; dept of 6 
phys; 13,000 students; $8000 min; MW 

SURGERY: w/some GP; assn in E w/active 34 yr old 
man; $15-20,000 poss start which can be doubled 


win yr 
UROLOGY: assoc to share 50/50 in pract now grossing 
$75,000; est 11 yrs; poss Univ affil; oil territory Okla 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


WANTED—MEDICAL DOCTOR FOR FAST GROWING 
suburban town; approximately 9.0000 population in 
outhern Dlinois; building under construction in shop- 
ping center; reasonable rent; plenty of business. Box 
ri C, % AMA 


7102 


GENERAL PRACTITIONER, INTERNIST, TO WORK 
with psychiatric patients in 68! bed neuropsychiatric 
hospital; salary open; depending upon qualifications; 
citizenship required; quarters available. Manager, Vet- 
erans Administration Hospital, Fort Lyon, Colorado. C 


WANTED INTERNIST, LOCUM TENENS; SAN 
Francisco; five and a half months; summer of nine- 
teen fifty nine; one third of gross free time; following 
this share office, part time one year; rent free. Box 
7113 C, % AMA 


ORTHOPEDIC SURGEON—CERTIFIED OR ELIGIBLE; 


by southern California group of 14 — specialists | | 


serving city of 100,000; {3 miles from ngeles; im- 
mediate percentage senior partnership in 
two years. Box 7130 C, A. 


ORTHOPEDIST CALIFORNIA; AS ASSOCIATE TO | 


American Board orthopedist; salary open; must be 
Board Eligible; write in longhand of training, rank in 
medical school, with names of references, age, weight, 
family and hobbies. Write: Box 7114 C, So AMA 


WANTED — OPHTHALMOLOGIST; CERTIFIED OR 
Board eligible te practice with group in East Texas 


town of 10,000; serving an area of 50,000; office furn- | 


ished, salary open; with opportunity for partnership. 
Write: Box 7115 C, % AMA. 

GENERAL PRACTITIONER NEEDED NORTHEAST- 
ern lowa town cente r of farming community ; community 


hospital; large territory due to decease of physician; 
office, drugs records available, Address: Mrs A 
Uran, Riceville, Lowa Cc 


WANTED MEDICAL DIRECTOR; FULL TIME; MOD- 
ern home and hospital for aged; Michigan license or 
eligibility required ; salary open. Apply: Robert R. Stew- 
art, Administrator, Michigan Masonic Home & Hos- 
pital, Alma, Michigan c 

GENERAL PRACTITIONER WANTED FOR PART 
time practice with a medical group; hours to be from 
6:00 PM to 10:00 PM Monday through Friday. Con- 


tact: R. W. Heffner, MD, 935 S. Gilbert, Anaheim, | 


California 


WANTED —SURGEON—BOARD QUALIFIED; SINGLE 
man acceptable; fracture and urological experience 
helpful but not essential; associate with older surgeon 


doing referred work; partnership after trial period. Box 
> AM 


7110 ¢ 


WANTED — STAFF PHYSICIAN FOR PRIVATE 115 
bed psychiatric hospital; well staffed with certified 
Board men; excellent working conditions; located in 

large community in southwest; salary open. Box 7117 C, 

AMA. 


e 


WANTED—FAMILY DOCTOR OR INTERNIST FOR 
medical practice with large medical group in Nassau 
County, New York. Reply to: Box 7124 C, AMA 
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UTAH OFFICE FOR MD AND DENTIST; NEW WANTED YOUNG OPHTHALMOLOG Ist; BOARD 
building; rapidly growing area; scenic surroundings; | eligible; as associate with possibility of later partner 
five minutes from Hospital, Phone Davis %-1012 or ship in midwestern industrial communi tox T7120 C, 
write: L. W. Sorenson, MD, 7620 Orchard Drive, North % AMA 
Salt Lake Cc 

WANTED - YOUNG GENERAL PRACTITIONER 

ASSOCIATE WITH PREFERABLY SOME INTERNAL small town; central Hlinois; association with 35 year old 


medicine training and able to inve 


in a rewarding med- 
ieal practice in beautiful Westchester ¢ yunty, near New 
York City; please state qualifications m 69 
WANTED — THIRD OBSTETRICIAN-GYNECOLOGIST 
to join group located in college town in Indiana; $15,000 
to start with wonderful future financial practicing 
o AMA. 


man; established 6 vears; new 12 room office; send «de 
tails first letter. Box 7126 C, % AMA 


PHYSIOLOGIST OR PHARMACOLOGIST — TEACH with well trained men. Box 7122 C 


ing and research position in medical school; New York 


City area; MD or Ph.D. required; training in neuro ANESTHESIOLOGIST TO TAKE CHARGE OF DE 
physiology desired; salar 
experience. Write 


based on qualifications and partment; 225 bed hospital in New York State; arrange 
Cc, % AMA ments open; furnish resume of experience tox TOOD ¢ 
% AMA 


WANTED — PEDIATRICIAN: TO PRACTICE WITH 


group in east Texas town of 10,000; serving an area of WANTED - PEDI ATRIC IAN TO JOIN SIX MAN 

50,000; office furnished; salary open; with opportunity group July, 1959; salary plus oppo rtunit ¥y at partner 

for partnership. Write: Box 7116 C, So AMA. ship; located in Missouri. Box 7129 C, AMA 
GRATIS DOCTOR PLACEMENT SERVICE: AT PEDIATRICIAN—URGENTLY NEEDED BY EXPAND 

tractive locations available in southern California. Vhi Ink RTC oon in Kentucky town of 25,000; early partner 

Orpet, lifornia Surgical Supply, 1405 Hope Street ship. Box 7100 C, © M 

Las California, Richmond 5069 ‘ 


Ww -ARIZONA LICENSED PHYSICIAN; $1000 


FANTED OPHTHALMOLOGIST IN Non rit RN onthly; facilities of fully equipped hospital, opportu 
midwest with large surgical practice desire ained | nity to start own practice. Box 7123 ¢ % AMA 
associate salary first year; $18,000; then pen centage | 

tox 6852 C, % AMA (Continued on page 130) 


Multi-Service’ Full-Wave 
Rectified X-ray Unit—300, 


OUTSTANDING X- Ray Units. S. 


Ultrasonic Generators 
Short Wave Diathermy Units, 
and Low Voltage Cenerators 


200, or 100 Milliamperes 


H. G. Fischer & Co. products are unsurpassed 

QUALITY, PERFORMANCE and DURABILITY. 
Buili into them are forty-eight years of experience 
in engineering, design, and construction, together 
with highest quality materials and expert workman- 


ship by craftsmen. 


“*Spacesaver’’ X-ray Unit and 
Examining Table—200, 100, 


75, 50, oF 80 Milliamperes Established in 1910, H. G. Fischer & Co. now has 


more than 100,000 satisfied users. It is the holder 
of a series of Army-Navy awards unequaled by any 
other manufacturer of X-Ray equipment—The “E” 
Flag with three stars plus the Navy Certificate of 
Achievement—all for outstanding services ren- 
dered. 

“SPACESAVER™ 
anette Use the handy coupon below to receive free, and 
without obligation, illustrated literature and com- 
plete information on equipment best suited to your 


office practice. 


H. G. FISCHER & CO. 


Established 1910 


Ultrasonic Generator Franklin Park, Hlinois (suburb of Chicago) 
F.C.C. Type Approved Manufacturers of X-Ray, Physical Medicine and Rehabilitation Equipment 


H. G. FISCHER & CO., 9451 W. Belmont Ave., Franklin Park, Il. t 
Please send, without obligation, full information on: ' 
Malti-Service Full-Wave Rectified X-ray Machine, 100, 200, 300 Ma. ' 
Spacesaver Radiographic-Fluoroscopic Unit and Examining Table, 30, 50, 75, 100, 200 Ma. % 
Vertical Fluoroscope Mobile X-ray Units 
Ultrasonic Generator, FCC Type Approved ' 
Short Wave Diathermy Units, FCC Type Approved Low Voltage Generators ' 
X-ray Manual (DO Ultrasonic Manual Lew Voltage Manual : 
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prednisolone-hydroxyzine 


IN ASTHMA, ARTHRITIS-RHEUMATISM, DERMATOSES 


Potentiates steroid action, often permitting lower 
doses.’* 


Effective control of tension-induced exacerbations 
through the muscle-relaxant and calming effects of 
hydroxyzine.* 


Minimal gastric reactions through unique anti- 
secretory activity of hydroxyzine.’ 


. . Johnston, T. G., and Cazort, A. G.: Clin. 
SUPPLIED: Rev. 1:17, 1958. 


Ataraxold 5.0 scored green tablets, 5.0 . Warter, P. J.: J. M. Soc. New Jersey 
mg. prednisolone and 10 mg. hydroxyzine 54:7, 1957, 


. . Individual Case Reports to Medical 
hydrochloride, bottles of 30 and 100. Dept., Pfizer “pe bn te 


Ataraxoid 25 scored blue tablets, 2.5 et Soper 
mg. prednisolone and 10 mg. hydroxyzine at Am. Soc. Pharmacol. & Exper. Therap., 


= Nov. 8-10, 1956, F h Lick, Ind. 
hydrochloride, bottles of 30 and 100. 1. H:: To 


Ataraxold 7.0 scored orchid tablets, 1.0 - Fox, J. L.: Paper presented at 14th | 
mg. prednisolone and 10 mg. hydroxyzine 


. Apr. 24, 1958, Atlantic City, N. J., Ann. 
hydrochloride, bottles of 100. Aliorgy,, to be published. 


ATARAXOID produced “excellent or good 
response” in 97.1 per cent of 34 

patients with various allergies, as compared 
to 66.7 per cent of a similar series of 

83 patients treated with prednisolone.*® 


PFIZER LABORATORIES Pfizer 
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‘Thorazine’ stops vomiting in children and helps speed recovery 


Frequently, a single dose of ‘Thorazine’ (either syrup or suppository) 

will stop vomiting caused by viral infections and help restore normal food 
intake and hydration. ‘Thorazine’ also promotes sound, uninterrupted 
sleep which is so necessary to recovery. 

The high degree of safety with the use of ‘Thorazine’ in children 

is a consistent finding in the medical literature. 


THORAZINE? one of the fundamental drugs in medicine 
chlorpromazine, S.K.F. 


Available: Syrup, Suppositories, Tablets, Spansule* sustained release 
capsules, Ampuls and Multiple dose vials. 


Smith Kline & French Laboratories, Philadelphia —_«1.M. Reg. US. Pat. Of. 
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THE BECK-LEE 
DIRECT-WRITING ELECTROCARDIOGRAPH 


Realistically fay in handsome Solid 
priced at ry ) Mahogony Cabinet — 


choice of Blonde 
complete with accessories or Natural 


BECK-LEE 


CORPORATION. 


nore) 


IN ADDITION to its many other proven fea- 
tures, the new Beck-Lee Cardi-all now offers 
the only two-year guarantee in the EKG field. 
Only a truly fine instrument of proven perform- 
ance —excellent in design, engineering and man- 
ufacture—could back up its quality with this 
assurance of long-lasting, trouble-free service. 
Plan now to get maximum security for your 
EKG investment—investigate the Beck-Lee 
Cardi-all today! 


Compare these tested Cardi-all Features: 


© Positive Clinical Accuracy © Light-Weight Portability 
©@ Simplicity of Operation @ Fully Automatic Controls 
© Lifetime Standardization Cell © 10-Second Paper Loading 


To see the Cardi-all demonstrated right 
in your office (without obligation) 
MAIL THIS COUPON TODAY! 


BECK-LEE CORPORATION 
630 W. Jackson Bivd., Chicago 6, U.S.A. 


Please send full details on the new Cardi-all, and 
name of the nearest Cardi-all dealer. 


Doctor's Name 
Address 
City. Zone. State. 


AMA-1258 


(Continued from page 127) 


WANTED — GENERAL PHYSICIANS; UNDER 35 
years of age: full time hospital practice, opportunity 
to develop interest, consultation with specialists avail- 
able in professional care program of 10 Miners Memo- 
rial Hospitals; full time positions with starting com- 
pensation at the rate of $12,000 per year; progressive 
jay scale; for appointment currently and for July 1959; 

s. citizenship and eligibility for licenure in Ken- 
tucky, Virginia, or West Virginia required. For details, 
address: The Clinical Director, Miners Memorial Hos. 
1427 Eye Street, N. W., 


WANTED—PHYSICIAN QUALIFIED AND EXPERI- 


enced in general medicine for employment with the 
United States government; the position is located in 
Washington, D. ©., but applicant must be willing to 
travel occasionally as well as accept assignment over- 
seas; must be United States born citizen; graduate of 
Class A U. 8S. medical school; under 45 years of age, 
and have completed military obligation ; lary $10,130 
per annum; additional allowance if assigned ove 3; 
anes, ot pertinent data in initial reply. Box 7033 Cc, 
Jo AMLA. 


ORTHOPAEDIC SURGEON WANTED—ILLINOIS; TO 
associate with Board certified orthopaedic surgeon; 
Board qualified man preferred; but one with 18 months 
or more approved residency will be considered; salary 
at least $16,000 Ist year, full partnership in three wl 
genes eve full particulars in first letter. Box 7016 C, 


oratories; located 70 miles from Washington, D 


burg, West Virginia. 


eases for 170 
established 3 3 
tient service, X 
branches, U. 8S. citizenship and 
cense or eligibility therefore requir 
$9,500 depending on qualifications; quarters to 


mama medical 


Mobile, Alabama. 


$16,000 depending on qualifications; citizenship 


tration Center, Shreveport, Louisiana. 


on training and experience. Box 7058 C 


PATHOLOGIST WANTED—ASSISTANT CHIEF, LAB 
oratory; for 900 bed general Veterans Administration 
Hospital affiliated with George Washington University 
Hospital Medical School; extensive research facilities 
including cancer, geriatric, general medical and surgi 
cal research, radioisotope and pulmonary function lab 


salary up to $16,000 according to qualifications Write 
to: Manager, Veterans Administration Center, Martins- 
( 


PHYSICIAN — RESTED IN PULMONARY DIS- 

bed state supported tuberculosis hospital; 
S$; active surgical program, out-pa- 
y and laboratory; consultants in all 


salary $8,500 to 


made available. Apply: Medical Director, Sixth Dis 
trict Tuberculosis Hospital, 800 St. Anthony Street, 


RADIOLOGIST—BOARD OR ELIGIBLE, FOR CHIEF 
of Service in active 450 bed GM&S hospital; salary 


quired; liberal vacation and retirement benefits; desir- 
able community. Contact: Manager, Veterans Adminis 


WANTED — OPHTHALMOLOGIST FOR NORTHERN 
Illinois group of 14 men; must have good surgical train- 
ing; starting salary above $1,000 monthly depending 

% AMA 


| PHYSICIANS—INTERNISTS 


J.A.M.A., Dec. 6, 1958 


WANTED GENERAL PRACTITIONER UNDER 40 TO 


replace one partner leaving; large unopposed semi-rural 
general practice in east central Illinois; clinic type 
group practice; full staff privileges in nearby new hos 
pitals; $1,000 per month for first six months; $1,200 
for second six months; partnership in one year; two 
weeks vacation; no expenses except automobile; modern 
clinic facilities including two-way radio communica- 
tion. Box 7044 C, % AMA 


POSITION AVAILABLE-VETERANS ADMINISTRA 
tion regional office for medical officer in medical adjudi- 
cation; starting salary $8,810 per vear plus peric in- 
creases of $240; 40 hour week, paid vacation, sick ave, 
retirement and insurance plans; U. 8S. citizenshi > ‘and 
licensure in any state required. Address inquiries to 
Personnel Officer, Veterans Administration Regional 
Office, 36 South Pennsylvania Street, Indianapolis 9% 

Indiana 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted Openings for physicians in a general medical 


clinic and as a ward physician on the medical service 
in a university affiliated S23 bed Veterans Administra 
tion General Hospital; ci nship and any state medical 
license quired; salary $9,890 to $13,058 dependent on 
training and experience; fringe benefits Apply to 
rw. A. Tomasulo, Director, Professional Services, Vet 
erans Administration Center, Dayton, Ohio c 


PHYSICIANS WANTED GENERAL MEDICAL AND 


psychi atrists needed to work with psychiatric patients 


in 2.400 bed hospital near Chicago; salary range $6,505 
70) depending upon qualifications, plus 5% 
cdi ional if Board Certified not to exeved $16,000; 
approved three year psychiatric residency in conjunction 
th Northwestern University; citizenship requ 
Write Manager Veterans Administration Hospit 


Downey, North Chicago, Mlinois. 


VACANCIES SENIOR PHYSICIANS WITH MINI 


mum of three years psychiatric experience; excellent 
opportunities for advancement; salary rate $7,520 to 
$10,200 depending upon applicant's training and expe 
riences annual increments; nominal deduction for com- 
plete family maintenance; fully approved large eastern 
mental hospital with three year accredited residence 
training progress; must be eligible for licensure in 
Connecticut. Box 6957 C, % MA 


PHYSICIANS WANTED TO FILL ATTRACTIVE 

positions in all parts of the United States; distinctive 
openings; both full and part time; are available in all 
specialties with industry, institutions; private associa 
tions and groups; an application will be mailed to you 
within 24 hours of your request. Write now to: Miss E 
Ronni, Director, National Placement Department, 
Garland Medical Placement, 25 East Washington 
Street, Chicago 2, IMlinois, Andover 3-0145 Cc 


WANTED — PEDIATRICIAN; BOARD ELIGIBLE OR 
certified; for 20 man well established specialty group 
and department; medical school affiliation; associated: 
excellent expanding 130 bed hospital; junior partnership 
after two years; good salary; travel expenses ot ap- 


plicants invited or personal interview. Apply: Or. 
Charles Holzer, Holzer Hospital and Clinic, Caltivots, 
io. 


POSITIONS AVAILABLE—VETERANS ADMINISTRA 
tion outpatient clinic; for neuro-psvchiatric examiner 
and chief, mental hygiene clinic; salary up to $16,000 
per year; 40 hour week, paid vacation, retirement and 
insurance plans; U citizenship and licensure in any 
state required. Address inquiries to: Personnel Officer 
Veterans Administration Office, 36 South Pennsylvania 
Street, Indianapolis 9, Indiana Cc 


ANESTHESIOLOGIST (2)—BOARD CERTIFIED TO 


head department; not certified as staff anesthesiologist; 
823 bed general hospital ; university affiliated; citizen 
ship required; state license in any state acceptable: sal 
ary dependent on applicant's qualifications; fringe ben+ 


fits. Apply to: Dr. Richard J. Ireton, Chief, Surgical 
Service, Veterans Administration Hospital, Dayton 
Ohio. Cc 


NEEDED—YOUNG GENERAL PHYSICIAN BY FOUR 
man group in growing rural West Virginia program; 
modern clinic facilities, regularly visiting specialist 
consultant staff, scheduled training and vacation peri- 
ods, foundation sponsorship; no investment required; 
starting range $14,000-$16,000, depending on qualifica- 
tions. Box 7058 C, % AMA. 


PATHOLOGISTS, a 
thalmologists; including opportunities for those 

ing 1 year internship; for major oi] company wi 
tensive operations in the middle east; must be i 
uates of accredited medical school; specialists must be 
toard eligible or certified. Write outlining personal his 
tory to: Box 7042 C, % AMA. 


_ ARE YOU LOOKING FOR (1!) AN EXCELLENT OP- 
portunity as an otolaryngology associate, (2) A perma- 
nent position, (3) Practice in a large well equipped of- 
fice, (4) location in modern city, (5) Excellent hospital 
facilities, and (6) beginning salary above $20,000. If 
you are a well trained otolaryngologist and the above 
mentioned appeal to you, write: Box 6994 C, % AMA 


YOUNG GENERAL PRACTITIONER AS 
associate to general practitioner; main qualification, 
willingness to work hard; experience not necessary: 
Starting salary $700 per month with increase every 6 
months; seasoned practitioner proportionately more 
Henry J. Glah, Jr., MD, 906 East Orange Street, Lan 
caster, Pennsylvania. c 


WANTED—BOARD CERTIFIED PEDIATRICIAN; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18,000-$20,000; progressive pay scale. For details 
address: The ‘Clinical Director, Miners Memorial Hos- 
har Association, 1427 Eye Street, N. W., baa 


WANTED — PHYSICIAN TO TAKE OVER ACTIVE 
general practice in southern Illinois near St. Louis; 
xrossing over $30,000 yearly; completely equipped office; 
three open staff hospitals within twenty minutes; home 
available; very easy terms; present physician leaving to 
specialize. Box 7090 C, % AMA. 


PATHOLOGIST — EXCELLENT OPPORTUNITY FOR 
private practice in pathology to serve a population area 
of 50,000; fully approved hospital facilities and cooper- 
ative medicai staff in progressive western city; we need 
a man who will contribute to our present high medical 
standards. Write: Administrator, W. R. Coe Memorial 
Hospital, Cody, Wyoming. c 


(Continued on page 132) 
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A TRANQUILIZE 

OF CHOICE IN 
PEDIATRIC 

PRACTICE 


for ‘round-the-clock, sustained relief from 
tension symptoms—sleeplessness, irritabil- 
ity, apprehension, headache!—on q. 12 h. 
medication 


meprobamate (Miltown®) continuous release capsules 
Found unexcelled for efficacy and safety in 
a pediatric study of four widely prescribed 
tranquilizing and relaxing agents.1 
acts uniformly, day and night 
effective in reduced dosage 


capsules may be opened and 
coated granules mixed with food 


| exceptionally well tolerated / extremely convenient 


1. Baird, H. W., Ill: A comparison of Meprospan (sustained action 
meprobamate capsule) with other tranquilizing and relaxing agents 
* in children. Submitted for publication, 1958. 


® WALLACE LABORATORIES, New Brunswick, N. J. 


Dosage: According to age. 
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i a A GROWING GROUP OF FOUR PRACTITIONERS IS | WANTED—GENERALIST; INTERNIST OR OBSTETRI- 
(Continued from page 130) interested in contacting a Board Eligible internist; e cian wine to of 
ery cellent central Nebraska location; very good salary and tunity in town o 0 rawing area o 
GENERAL PRACTITIONER WANTED—TO JOIN SEV- partnership arrangement; going into new clinic build staff hospital; must be young and energetic and have 


en man group; salary open; increasing the second year; 7043 a ie 
then equal partnership; two hours west of Chicago; AM - be financed by present partners. Box 7043 C, % Otle by e. Please dd t letter to: Box 
building four years old; completely air-conditioned ; ap- — . 


the street; Hlinols license or el- | WanTED—BOARD CERTIFIED RADIOLOGIST; FOR | CERTIFIED PSYCHIATRIST; MUST BE AMERICAN 
of the iners emorial ospitals; starting compensa- year approved residency; $14,700 ve $21,000 plus $1,800 
tion $20,000 ; prosressive pay scale, For details address: in lieu of family maintenance. Write: W. C. Brinegar 
care ‘program. of the Miners Memorial Hospitals; start- The Clinical irector, Miners Memorial Hospital pore MD, Superintendent, Mental He alth Institute, Cherokee, 
ing compensation $20,000-$22,000: progressive pay scale. ciation, 1427 Eye Street, N. W., Washington 5, D. C lowa c 
As Eye Strect. PHYSICIAN WANTED—OBSTETRICIAN-GYNECOLO 
Memorial Hospital Association, | e Stree — > — 
Washington . Cc. , c WANTED—GENERAL PRACTITIONER FOR ESTAB gist; Board eligible or certified; oreferably 35 or under 
— 20 miles ot to join eleven man specialist group in growing west 

> > > rellent educationa program; palc annua ane » 
¥ r) P SICIANS — IMMEDIATE OP INGS : . . Texas city of 30,000; starting salary 15,000; please give 
— Soe poe southwestern ree Rig excel- leave; net maximum starting income $15,000 yea . full details in first letter. F. W. Lurting, MD, 811 Main 
lent educational opportunities; paid annual vacation investment required. Write: Box 344, Russellton, Penn- Street, Big Spring, Texas. c 


and study period; net starting income $12,000 to $17,000 sylvania. inn ai ai 
jepending upon training and experience; no investment STAFF PHYSICIAN FLORIDA STATE HOST ‘ 
required. Write: Box 7050 C, % AMA. F OTOLARYNGOLOGIST, OPHTHALMOLOGIST AND for mentally devicient; graduate Class A school; salary 
pediatrician—Board certified or qualified to join es- $8,400 to $9,000; plus unfurnished residence 
TEN MAN GROUP—EXCELLENT HOSPITAL FACIL- tablished 17 man group in new building in three college ily; near new University of I 
ities; needs certified urologist; start at rate of $18,000 city of 70,000; three modern hospitals with open staffs; Apply: C. H. Carter, MD, Medical Director, Sunland 
per year. B. Gene Morris, MD, Indio, ne 200,000 surrounding rage pence to Minnesota Training Center, Gainesville, Florida Cc 


en 
phone collect: Diamond 7-3501. | lake resorts. Box 7015 C, 

— : RTHOPEDIST AN ROLOGIST—BOARD CERTI- 

certified or Roard eligible; town of 30,000; southwest; for W ashington, D. C., private office; prefer recent in Shree callens alte of 76.008: three 

four doctor group; modern, well equipped hospital adja trainee; to associate with established active: radiologist ern hospitals with open staff; 200,000 surrounding popu- 

cent to clinic. Write: Box 1010, Shawnee, Oklahoma, G with full partnership projected. Box 7054 C, S% AMA lation adjacent to Minnesota lake resorts. Box 7014 C, 


INTERNIST—-CERTIFIED OR QUALIFIED; AS STAFF 

physician in S86 bed affiliated hospital; ¢ - 

eciall asi oned Medical Use quired ; salary range $9,800 to $14,685 depe i H 
rience or certification. Write: Director, Profession: 


s, Veterans Administration Hospital, Des Mo vines, 


INDUSTRIAL PHYSICIAN — MINIMUM OF TWO 
years full time industrial experience; having potential 
to become supervisor of clinical division; modern phys- 
ical facilities and staff of seventeen; atomic energy field. 
Write: Dr. S. P. Bliss, Medical Director, Sandia Cor- 
poration. Sandia Base, Albuquerque, New Mexico. C 


ANESTHESIOLOGIST BOARD ELIGIBLE; TO WORK 
with six anesthesiologists in 480 bed private general hos 
pital; guaranteed minimum first year; full partnership 
three years. Write: Samuel Rochberg, MD, Sinai Hos 
pital of Baltimore, Ine., Baltimore 15, Maryland Cc 


WANTED—BOARD CERTIFIED PATHOLOGIST: FOR 
full time hospital practice in professional care program 
f the Miners Memorial Hospitals; starting compensa- 
tion $20,000; progressive pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. 


INTERNIST BOARD ELIGIBLE OR CERTIFIED 
with subspecialty in either medical chest or peripheral 
vascular disease; well established group 20) specialists 
located in new buile ling ; midwestern university city of 
125,000, Box 7077 C, % AMA 


PHYSICIAN WANTED—ACTIVE MEDICAL SERVICE: 

OUTSIDE DIMENSIONS: ed excellent staff; good locality; salary 
26 - M%" 8,330 to $16,000 annually depending on qualifications; 
deep retirement; other benefits. Write: anager, Veterans 

Administration Hospital, Montgomery, Alabama. c 


GENERAL PRACTITIONER —-LOS ANGEI ES VICIN 
ity; excellent working conditions; starting 
$1,000 monthly; percentage, when qualifi 
partnership if adequate. Write: P.O. B 


wood 2, California 


GENERAL PRACTITIONER—ILLINOIS RICH AGRI- 
cultural area; associate in new two man office: no in- 
vestment: salary or percentage: graduate of class A 
medical school; give foneoal and professional qualifi- 
cations. Box 7085 C, AM 


WANTED GENERAL PRACTITIONER TO TAKE 
over active general practice; staff mit 


| ately; ay tilable in two hospitals; illings, 3} 
OUTSIDE DIMENSIONS: | Box 6753 C, % AMA; background information and 
36° ‘high 225%" wide, 211%" deep starting date, first letter 


WANTED—RADIOLOGIST; BOARD CERTIFIED OR 
eligible; Pennsylvania; 150 bed general hospital ; fully 
approved; diagnostic and therapy service; starting $20,- 
000 to $25,000; progressive advance ment. Address: Box 
7073 C, AMA. 


WANTED PEDIATRICIAN, OTOLARYNGOLOGIST 
and internist for a well established clinie with central 
and suburban divisions in a large southern city; salary 
with potential partnership after 3 years. Box 7095 ©, 
AMA 


WANTED—GENERAL PRACTITIONER FOR 45 BED 
modern, well equipped hospital and clinic in west Texas 
to associate with small group; liberal free time and 
vacation; starting salary $15,000 lage a excel- 
lent opportunity for advancement. Box 7030 C, AM 


WANTED GENERAL PRACTITIONER 48 YEARS OF 
age wants help, associate or partner; town of 1,000; 
good school and farming area; investigation welcome. C 
A. Heise, Jr., MD, Jewell, Iowa. Cc 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 


physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 8S. Broadway Street, Los Angeles 14, Cali- 
fornia. c 


WANTED GENERAT | PRACTITIONER UNDER 40; 
suburban Long Island community; 40 miles fror New 
The ease with which the Astral can be moved from office to office—its complete York; good salary; doctor planning to Tims his prac 
silence guaranteed—its easy-to-clean interior, rounded corners, finished with tough tice to specialty. Reply to: Box 7056 C AMA 
chip-resistant Vinyl enamel which resists alkalis, fruit acids, etc.—and, most im- 
portant, the way it maintains the same even steady temperature month after month, | 
year after year—all these features combine to make the Astral an ideal refrigerator for six doctor specialty clinic in college community 
for use in every doctor's office or laboratory. Write: R. H. Welding, MD, Ellensburg, Washington. C 
Best of all it is priced most economically. WANTED — OPHTHALMOLOGIST IN NORTHERN 
midwest with large surgical practice desires well trained 
associate; salary first year; $18,000; then percentage 
Box 6852 C, % AMA 


RADLOLOGIST ASSOCIATE; OFFICE PRACTICE 
232 Ss. Van Brunt $t., Englewood, N. J. and local hospital; suburb contiguous to Boston; Board 

Certified or eligible; financial arrangements leading 
to partnership. Send details to: Box 6958 C, % AM 
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TEN MAN GROUP—EXCELLENT HOSPITAL FACIL- 
ities, needs another certified orthopedist; start at rate 
of $18,000 per year. ene Morris, MD, Indio, Calif- 
ornia, phone collect: Diamond 7-3501. c 

WANTED INTERNIST; BOARD CERTIFIED OR 


Board eligible; town of 30,000; southwest; four doctor 
group; modern well equipped hospital adjacent to clin 
ic. Write: Box 1010, Shawnee, Oklahoma. c 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


THE CHICAGO MEDICAL SCHOOL ANNOUNCES— 
An expansion of the current Residency Training Pro- 


gram in Psychiatry and Neurology under a United 
States Public Health Service Graduate Training Grant 
Facilities Available: (1) Mt. 


approved for three 
Sinai Hospital*+, Chicago, a 400 bed general hospital 
with an inpatient Neuropsychiatric Service of 28 beds; 
and with adult and child psychiatry and neurology 
clinics. (2) Illinois State Psychiatric Institute. (3) West 
Side V. A. Neuropsychiatric Hospital and clinics. (4) 
Selected social agencies and court clinics; training pro- 
gram under supervision of Harry H. Garner, MD, Pro- 
fessor of Psychiatry, and Chairman, Department of 
Psychiatry and Neurology, Chicago Medical School; a 
broad experience in dynamic psychiatry and neurology 
with emphasis on psychosomatic medicine and psycho- 
physiological correlations, the development of skills in 
psychotherapy, physiological and pharmacological thera- 
pies, psycho-social intervention, preventive and forensic 
psychiatry, and a comprehensive psychiatric approach 
to the emotionally and physically sick person; residents 
participate in teaching and ongoing interdisciplinary 
research activity. Emphasis placed on their residency as 
a learning rather than a service situation; special atten- 
tion paid to the broad cultural development of the 
trainee; stipends are $2400 for ist year, $2800 for 2nd 
year, and $3400 for 3rd year. Address inquiries to: 
Harry H. Garner, MD rofessor and Chairman, Depart- 
ment of Psychiatry and Neurology, The Chicago Medical 
Schoel, 710 South Wolcott Avenue, Chicago 12, me 
nois. 


PSYCHIATRIC RESIDENCTIES;: DEPART 
*sychiatry, University of Iowa Medic = Center; 
raining; broad 
services, 


C 


tapes lent 


on and application blanks, write P aul E. Huston, 
MD, Chairman, Department of Psychiatry, 500 Newton 
toad, lowa City, lowa b 


PSYCHIATRIC RESIDENCIES—3 YEAR APPROVED 


residency program in a university | spital qu 
trainees for practice of general psychiatry and the Board 
examinations; psychotherapeutic entation but with 
. t of pharmac 
and training 
= psych 


research 
psychoanalytic 
$3,000, $5,400 


ng which is ¢ 
$4,000; 


tral 


igton; salaries spe 
cial career program; $5,000, $5,400, $6,000. Write: Dr 
lan Stevenson, Department of Neurology and Psychiatry, 
University of Virginia, Charlottesville, Virginia D 


RE SIDI NTS n IRED 


t this 
of Dathousie 
proved by th 


and Surge 


of Canada to provide two years training towards certi- 
fication in puedia laries provided are: $210 per 
month senio esident $180 per month, assistant 
esiden Application forms and any he nformation 
re available on request from: ¢ Mathe Ad 
ministrator, The Children’s Hospital, Halif Nova 
Scotia 


experi wi th | 


THE DOCTORS HOSPITAL 
909 University Street 
Seattle 1, Washington 


HOSPITAL °* APPOINTMENTS 
OPEN for July 1, 1959 
Stipend 
Internship Month 
Residency .........+ $200.00 Month 
Medical 
Surgical 
Pathology 
Anesthesia 


Obstetrics & Gynecology 
Full maintenance is also provided 


187 Beds 48 Bassinets 
FULLY APPROVED 


Complete information available 
from 
Chairman, Intern Committee 


D 


POSTS AS RESIDENT AND | 


APPROVED 


Eliminate 


PINWORM 


ROUNDWOR 


PIPERAZINE 


This Wormy w 


‘ANTEPAR’ SYRUP 


5° 


brand 


—Piperazine Citrate, 100 mg. per ce. 


‘ANTEPAR’ TABLETS 


—Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


—Piperazine Phosphate, 500 mg. 


Literature available on request 


bral BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 


PATHOLOGY RESIDENCIES—AVAILABLE JUNE 1, 


1959; 4 year approval pathologic anatomy, clinical pa- 
thology; 400 bed hospital expanding to 800 beds by late 
spring; approved medical technology training school; 
200 necropsies; 8,000 surgicals, 150,000 clinico-patho- 
logic examinations; medical photography; educational 
program ; staff of two Board certified pathologist and one 
assistant pathologist; bacteriologist; 4-6 residents; sti- 


Apply: Leo Lowbeer, MD, FCAP, Hillcrest Medical 
pend $2,400 plus full maintenance including family. 
Center, Tulsa, Oklahoma. Dd 


RESIDENCIES AND ROTATING _IN- 
ternships for graduates of approved medical schools in 
430 bed hospital; approved for 4 years in general sur- 
wery, 4 ve ars in pathe logy, 3 years in medicine; 3 yes 
in urology, 3 years in ob-gyn; 3 years in radiolo 
years in pediatrics and 2 years in tl 

ing internship is for 12 months and include 
surgery, Obstetrics, pediatrics and 2 months 
of intern’s choice; active training pr 


anesthesiology rotat 
s medicine, 


director of medical education; remur 

per month plus full maintenance For 

mation write: Director of Medical Education, Huro mn 
Road Hospital, Cleveland 12, Ohio Db 
PSYCHIATRIC RESIDENCIES AVAILABLE 1959; 


program approved for three years; comprehensive clinical 
and didactic instruction with close personal supervision 
covering inpatient, day hospital, outpatient, community 
and child guidance areas; program under Kansas City 
General Hospitals Address inquiries: Robert H. Barnes, 
MD. Greater Kansas City Mental Health Foundation, 
2200 McCoy, Kansas City 8, Missouri. Dd 


eaching center raining includes work with 

outpat iren, and psy 

rt ne med 

students; psychoana 
ysis, philos aay. neu K and othe 

relevant disciplines tv; opp 
ies available n analysis 
psychoanal B 
The University of 
Mat yland School of Med D 


NEW YORK 


town Manhatta 


R ESIDE NCIES IN 


cITyY 
ad 


egrated le 
Center; American ¢ 
within easy reach; 
consists of 267 beds 
types of therapy al 
ented psychotherapy; salaries up le ares 
plan. Contact Dr Moe A. G ng Chief 
N. PB. Service, Veterans Adminis ital, 24t! 
Street and First Avenue, New York k D 
APPROVED RESIDENCIES IN MEDICINE, PSYCHI- 
atry, pathology—Availabie January |, 1959; 684 bed 
county hospitale«+ near New York City; exceptional 
educational opportunity; only applicants who have com- 
pleted one year approved internships will be consid- 
ered; stipend $200 monthly plus complete maintenance. 


Apply: Superintendent, Bergen Pines County ee 


Paramus, 


New Jersey 


(Continued on next page) 
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program for residents interested in academic and re- 
search careers; salary levels $3,600 to $4,200; also 
available ‘package plan covering five years with 
periods of rotation in the Department of Dsychiatry 
and t tat ntal hospitals and schools f mentally 
ma al 
for nal 
J the Children’s Hospital, Halifax, Nova 
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500, second year $3,000, third year $3,500 with 


PRECEPTORSHIP TRAINING IN A LARGE CANCER teaching and research program; beginning annual sti- 
research teac tal, particularly valuable for pend $2,700 with partial maintenance. Write: Director 
surgery resid d two years of additional of Education and Research, Robert Packer Hospital* 
major surgery, and who wish to participate in investi Sayre, Pennsylvania. 
gative work in an acedemic atmosphere; surgical teach- 
ing beds total 210; stipend $4,370. For further infor- MEDICAL RESIDENCY FULLY APPROVED 


mation write to: Dr. H. C. Moss, Chairman, Surgical years; includes isotopes and neurology; integrated with 
Residence Committee, Roswell Park Memorial Institute, University of lowa Hospitals; 90%, autopsy rate; very 
Buffalo 3, New York. b 


active research program; full time supervision by nine 
certified internists with teaching appointments, and 


RESIDENCIES IN PSYCHIATRY — DUKE UNIVER- visiting university staff; 500 bed general hospital with 
sity; 3 year approved; complete patient and research 40 residents; starting salary $ 200) \pply: Manaxer, 
facilities; closely supervised analytically oriented psy- Veterans Administration Hospital lowa City, lowa, I 
chotherapy and somatic therapy; adult and children’s > 
OoPD; tratning in psychosomatic medicine and neurol- LARGE FLORIDA GENERAL HOSPITAL® + Al 
ogy, minimum starting salary $3,000, plus room and proved for fourteen rotating interns; excellent teaching 
board, uniforms and other financial aid. Write: Dr. program. Box 7106 D, AMA 
Ewald W. Busse, Chairman, Department of Psychiatry, . . 

Duke University, Durham, North Carolina. D (Continued on next page) 


sere You Prepared for “That 
Woment When You Wight Have to 


Reuiue a Maman 


Just Published! 


CARDIAC ARREST AND RESUSCITATION 
The First Complete Monograph on the Subject 


Few emergencies are remembered as vividly as those of sudden cessa- 
tion of cardiac output. An adequate knowledge of the subject falls by 
necessity into the scope of nearly every anesthesiologist, physician— 


surgeon, cardiologist and generalist. The newly published Mosby book, 
CARDIAC ARREST AND RESUSCITATION by Hugh Stephenson, 
M.D., provides you with all the available information on the subject in 


one comprehensive volume—historical, practical, research data, much 
of which had not been previously published. 


This complete and important monograph was written particularly to 
acquaint physicians in all areas of medicine with the facts necessary to 
successfully resuscitate a human heart and to stimulate thinking and 
further understanding of the problem of cardiac arrest and resuscitation. 


Many of the conclusions presented are based on a six year study of 
more than 1,700 cases contained in the Cardiac Arrest Registry estab- 


lished by Dr. Stephenson with the cooperation of physicians all over 
the world. You will find of particular interest the material on Neuro- 
surgical sequelae following cardiac arrest and the detailed account of 
“elective” cardiac arrest. 


The many ramifications related to cardiac arrest extend into every 
realm of medicine. Neariy every physician at some time will be con- 


fronted with the challenge of resuscitating the acutely arrested heart. 
This book will aid you in adding to your armamentation the complete 
knowledge of cardiac arrest, its etiological factors, its prevention and a 
definite, prompt method of resuscitation so that success at that tragic 
moment is assured. 

By HUGH E. STEPHENSON, JR., B.S., M.D., Professor and Chair- 
man, Department of Surgery, University of Missouri School of Medi- 
cine; Chief of Surgery, University of Missouri Hospitals. Just Published. 
378 pages, 63” x 93”, 31 illustrations. Price, $12.00. 


An Excellent Christmas Gift Selection for a Friend or Colleague 
At Your Favorite Bookstore or Order on 10 Day Approval From 


THE C. V. MOSBY COMPANY 


3207 Washington Boulevard, St. Louis 3, Missouri 


(Continued from preceding page) APPROVED INTERNSHIPS —— ROTATING, TWELVE 

available July 1, 1959, in 222 bed modern general hos 

NEUROLOGY RESIDENCIES AND FELLOWSHIPS— pital* +; also approved residencies in internal medicine, 
> year Board approval*+; Jackson Memorial Hospital, obstetries-gynecology, and pathology; approval pending 
the primary teaching affiliate of the University of Miami in general surgery; stipend, £300 per month plus full 
School of Medicine, 900 bed general hospital with ac- maintenance for interns ; month for resi 
tive neurological teaching service; basic science train- dents; opportunity to work foard men in all spe 
ing; active neuroradiology and neuro-ophthalmology; cialties. Apply: Director of Medical Education, 8 

) and neuropathology training; stipend first year Francis Hospital, Honolulu 14, Hawaii D 


maintenance. Write: Dr. Peritz Scheinberg, Jackson ANESTHESIOLOGY RESIDENCY — APPROVED 2 
Memorial Hospital, Miami, Florida. D year residencies in busy 350 bed hospital associated with 
well known diagnostic clinic: thorough training in all 


phases of anesthesiology combined with active daily | 


j.A.M.A., Dec. 6, 1958 


BOOKS RECEIVED 


Books received by Tur JourNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JourNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association, 


Aktuelle Fragen der Geschwiirkrankheit. Von 
Géza Hetényi, Professor der inneren Medizin, Di- 
rektor der I. Med. Univ.-Klinik, Szeged. Angaben 
der Originalausgabe Fekélybetegség Idészerii 
Kérdései, Akadémiai Kiadé, Budapest. Ubersetzt 
aus dem Ungarischen von Ott6 Ratz. Lektor: Dr. 
Vince Varré. Cloth. Pp. 243, with 47 illustrations. 
Akademiai Kiadé, Verlag der Ungarischen Aka- 
demie der Wissenschaften, Alkotmany uteca 21, 
Budapest V., Hungary; Akademie-Verlages GmbH., 


| Mohrenstrasse 39, Berlin W. 8, Germany, 1958. 


Practical Blood Transfusion. By |]. D. James, 
M.R.C.S., L.R.C.P., Director, North London Blood 


| Transfusion Service, London. Foreword by P. L. 


Mollison, M.D., F.R.C.P., Director, Medical Re 
search Council’s Blood Transfusion Research Unit, 
London, Cloth. $4.50. Pp. 187, with illustrations 
Charles C Thomas, Publisher, 301-327 E. Law 
rence Ave., Springfield, Il; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


National Conference on Nursing Homes and 
Homes for the Aged, February 25-28, 1958, Wash- 
ington, D.C. U.S. Department of Health, Educa- 
tion, and Welfare, Public Health Service, Bureau 
of State Services, Division of Special Health Serv- 
ices, Chronic Disease Program. Public Health 
Service publication no. 625. Paper. 55 cents. Pp 
85. Superintendent of Documents, Govern. Print. 
Off., Washington 25, D. C., 1958. 


System of Ophthalmology. Edited by Sir Stew 
art Duke-Elder, G.C.F.O., M.A., LL.D. [To be in 
15 volumes.] Volume I: The Eye in Evolution. By 
Sir Stewart Duke-Elder, Cloth. $27.50. Pp. 845, 
with 1267 illustrations. C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3; Henry Kimp 
ton (medical book department of Hirschfeld 
Brothers, Ltd.), 134 Great Portland St., London, 
W. 1, England, 1958. 


Transactions of the Southern Surgical Associa- 
tino. Volume LXIX: Sixty-ninth Annual Meeting 
held at the Greenbrier Hotel, White Sulphur 
Springs, West Virginia, December 10-12, 1957. 
Edited by George G. Finney, M.D., Secretary 
Cloth. Pp. 436, with illustrations. Published for 
association by J. B. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; 4865 Western Ave 
Montreal 6, Canada, 1958. 


Self-Help Devices for Rehabilitation. Co-opera- 
tive service project made possible by National 
Foundation for Infantile Paralysis and conducted 
by New York University—Bellevue Medical Center, 
Institute of Physical Medicine and Rehabilitation 
[Tenth report.] Paper, loose-leaf. No pagination 
Institute of Physical Medicine and Rehabilitation, 
400 E. 34th St., New York 16, n. d. 


On the Cerebrospinal Fluid in Normal Children 
and in Patients with Acute Abacterial Meningo- 
Encephalitis. By Sten Widell. Translated by Mr. 
L. James Brown. Acta paediat., vol. 47, supp. 115. 
Paper. 15 Swedish kronor, Pp. 102, with 13 illus- 
trations. Almqvist and Wiksells, 26 Gamla_ Bro- 
gatan, Stockholm C; Box 47, Uppsala, Sweden; 
University of Lund, Lund, Sweden, 1958. 


Emotional Problems of Childhood. Edited by 
Samuel Liebman, M.D., Medical Director, North 
Shore Hospital, Winnetka, Ill. Cloth. $5. Pp. 176, 
with 2 illustrations. J. B. Lippincott Company, 
E. Washington Sq., Philadelphia 5; 4865 Western 
Ave., Montreal 6, Canada; Pitman Medical Pub- 
lishing Company, Ltd., 45 New Oxford St., Lon- 
don, W.C.1, England, 1958. 


The Practice of Sanitation. By Edward Scott 
Hopkins, Principal Associate Engineer, Bureau 
Water Supply, Baltimore, and Wilmer Henry 
Schulze, Assistant Commissioner of Health, Sani- 
tary Section, Baltimore City Health Department. 
Third edition. Cloth. $8. Pp. 487, with 141 illus- 
trations. Williams & Wilkins Company, 428 E. 
Preston St., Baltimore 2, 1958. 
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Elements of Biophysics. By James E. Randall, | 
B.S.E.E., M.S., Ph.D., Associate Professor of Physi- | 
ology and Biophysics, Department of Physiology 

and Pharmacology, University of Missouri Medical 

Center, Columbia. Cloth. $8. Pp. 333, with illustra- 

tions. Year Book Publishers, Inc., 200 E. Illinois 

St., Chicago 11, 1958. 


Trifluoperazine: Clinical and Pharmacological 
Aspects. Twenty-five original reports with introduc- | 
tion by Henry Brill, M.D., Assistant Commissioner, 
New York State Department of Mental Hygiene, 
Albany. Cloth. $3.50. Pp. 219, with illustrations. 
Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1958. 


Atlas of Technics in Surgery. By John L. Mad- 
den, M.D., F.A.C.S., Director of Surgery, St. Clare’s 
Hospital, New York. With 62 contributing authors 
discussing illustrated surgical technics. Cloth, $30. 
Pp. 648, with 1843 illustrations by Alfred Feinberg 
and Robert Wabnitz. Appleton-Century-Crofts, 
Inc., 35 W. 32nd St., New York 1, 1958. 


Punched Cards: Their Applications to Science 
and Industry. Edited by Robert S. Casey, James W. 
Perry, Madeline M. Berry, and Allen Kent. Second 
edition, Cloth. $15. Pp. 697, with illustrations. 
Reinhold Publishing Corporation, 430 Park Ave. 
New York 22; Chapman & Hall, Ltd., 37-39 Essex 
St., Strand, London, W.C.2, England, 1958. 


A Psychometric Study of Identical Twins Dis- 
cordant for Closed Head Injury. By Sven J. Den- 
cker and Barbro Léfving. Acta psychiat. et neurol. 
seandinav., vol. 33, supp. 122. [Translated] from 
Swedish by Helen Frey. Paper. 10 Swedish crowns. 
Pp. 50, with 12 illustrations. Ejnar Munksgaard, 
Nerregade 6, Copenhagen k, Denmark, 1958. 


Pediatric Methods and Standards. Editor: Fred 
H. Harvie, M.D., Associate Professor of Clinical 
Pediatrics, Department of Pediatrics, School of 
Medicine, University of Pennsylvania, Philadelphia. 
Third edition. Paper. $4.50, Pp. 324, with illustra- 
tions. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1958. 


A Follow-up Study of 128 Closed Head Injuries 
in Twins using Co-Twins as Controls. By Sven J. 
Dencker. Acta psychiat. et neurol. scandinav., vol. 
33, supp. 123. [Translated] from Swedish by Helen 
Frey. Paper. 20 Swedish crowns. Pp. 125, with 2 
illustrations. Ejnar Munksgaard, Norregade 6, 
Copenhagen K, Denmark, 1958. 


Psychiatry in the British Army in the Second 
World War. By Robert H. Ahrenfeldt. Foreword 
by Eli Ginzberg. Cloth. $6. Pp. 312. Columbia 
University Press, 2960 Broadway, New York 27; 
re & Kegan Paul, Ltd., Broadway House, 
Carter Lane, London, E. C. 4, England, 


Peripheral Nerve Injuries. By Ruth E. M. Bow- 
den, D.Sc., M.B., B.S., Professor of ee 
Royal Free Hospital School of Medicine, Univer- 
sity of London, London, England. Cloth. 8s. 6d. 
Pp. 62, with 30 illustrations. H. K. Lewis & Co., 
Ltd., P.O. Box 66, 136 Gower St., London, 
W.C. 1, England, 1958. 


Anatomy for Surgeons. Volume 3: The Back 
and Limbs. By W. Henry Hollinshead, Ph.D., 
Professor of Anatomy, Mayo Foundation, Univer- 
sity of Minnesota, Rochester. Cloth. $23.50. Pp. 
901, with 785 illustrations. Paul B. Hoeber, Inc. 
(medical book department of Harper & Brothers), 
49 E, 33rd St., New York 16, 1958. 


Der Augenarzt. Band I. Herausgegeben von 
Karl Velhagen, Direktor der Klinik fiir Augen- | 
krankheiten der Humboldt-Universitat (Charité) | 
Berlin. Mit Beitrigen von G. Badtke et al. Cloth. 
82.20 marks. Pp. 710, with 295 illustrations. VEB 
Georg Thieme, Hainstrasse 17/19, Aufgang C, 
Leipzig C1, East Germany, 1958. 


The Index of Psychoanalytic Writings. Volume 
IV: Rows-Zweig, 28534-37029; Anonymous, and 
Reports, 37030-37121. By Alexander Grinstein, 
M.D. Preface by Ernest Jones, M.D. Cloth, $75 
set of 5 volumes, Pp. 1705-2221. International 
Universities Press, Inc., 227 W. 13th St., New 
York 11, 1958. 


Les bralures du globe oculaire. Par H.-A. Miller. 
Rapport annuel. Supplément au Bulletin des So- 
ciétés d’ophtalmologie de France no. 4. Paper. Pp. 
204, with 19 illustrations, Dr. P. Desvignes, Treas., 
27, rue du Cherche-Midi, Paris 6e, France, 1958. 
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| APPROVED RESIDENCIES IN MEDICINE, PSYCHIA- educational service; stipend $200 monthly plus complete 
| try, pathology, pulmonary diseases; available July t, maintenance; applicants must be graduates of approved 
1959; 684 bed county Hospital near New York City: medical schools plus one year approved internship. 
exceptional educational opportunity; only applicants Apply: Superintendent, Bergen Pines County Hospital, 
who have completed one year approved internships will Paramus, New Jersey. D 
be considered; stipend $200 monthly plus complete main- 
tenance. Apply: Superintendent, Bergen Pines =e PEDIATRIC RESIDENCY SAN FRANCISCO: TWO 
Hospital, Paramus, New Jersey t oval 1 time staff Board Certified pediatri 
“ram; active service Ww 
ANESTHESIOLOGY RESIDENCIES — APPROVED 2 ‘ rience; appointments avai able 
year active teaching program with unusually wide clini ‘ali lice * required, Cont s Chi ef, t 
cal ence; opportunities for clinica teaching and r Foundation Ho napit alt+, San Fr 
rene i appointments in hospital and medical « ee ™D 
atte mpletion of training. Write: C. M. Landmesser, 
MD, Director of Anesthesiology, Albany Medical Center, | CHIEF RESIDENT PHYSICIAN IN INTERNAL MEDI- 
Albany, New York Dd cine—Approved service; available July |, 1959; to su- 
rv hous taff of 35 ph a 684 bed t 
APPROVED ROTATING INTERNSHIPS—ONE YEAR ospital opportunity for “clinical experience: 
internship January |, 1959; 684 bed county hospitals + salary $300 monthly plus complete maintenance and 
near New York City; exce ptional exceptional opportu- uniforms. Apply: Superintendent, Bergen Pines County 
nity: only applicants of approved medical schools will Hospital, Paramus, New Jersey . ri] 
be considered; stipend $100 monthly plus complete 
MEDICAL RESIDE NCY got al pe FOR 3 YEARS; 
Paramus, New Jersey. D available July 1; hospit tal afMfiliated with Johns Hopkins 
ANESTHESIOLOGY — ONE OR TWO YEAR RESI- ng bie 
dency fulfilling the requirements for the American ~ third 
Roard of Anesthesiology certification; stipend first year rer! 
9 rite to $4.16 pply to ¢ ‘hief, Medic ai” Servi ce, Veterans Ad 
$2,400; cond. year $3,000. Wri ministration Hospital+, Perry Point, Maryland D 


Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LororHyN Suppositories melt within 15 minutes to form 


a tenacious spermicidal barrier which has proved highly 


efficacious in clinical studies.* 
Stable in any climate, LoropHyNn Suppositories contain 


phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 


positories, 2 Gm. each. 

Also available: Lororpuyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octyl 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 


in a special jelly base. Tube of 3% oz. 


*Eastman, N. = Seibels, R. E.: J. Am. M. Ass. 139 :16, 1949, Eastman, N. j.: 
South, M. J. 42:346, 1949. 


EATON LABORATORIES, NORWICH, NEW YORK 


(Continued from preceding page) SURGICAL RESIDENT—LARGE COUNTY HOSPITAL: 
near New York City; available July |, 1959; excellent 


Hand or Dr. Francis J. Audin, Department of Anes- 
thesiology, New England Deaconess Hospital, Boston, 
Massachusetts dD 
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Tetracycline with Citric Acid LEDERLE 


LEDERLE LABCRATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pear! River, New York 
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Charlie Cafergot’says, 


“Why should I complain 


my migraine left when I took Cafergot.” 


Directions: 2 tabs. at onset of attack; 
if needed, additional tabs. every 2 hr. 


until full relief (maximum 6 per attack). 


Each Cafergot tablet contains: Ergotamine 


tartrate | mg., Caffeine 100 mg./Also 


available: Cafergot Suppositories, 


SANDOZ 


(Continued from page 135) 


APPROVED ROTATING YEAR 
internship; available ur 1, 195) 684 bed county hos- 
pital near New Yor! op 

portunity; only a apolicant of medical 
will be considered; stipend $100 monthly plus complete 
maintenance. Apply: ergen 
County Hespital, 


Superintendent, 


Pines 
New Jersey. D 


WANTED — RESIDENT PHYSICIAN FOR 150 BED 
general hospital; experienced in anesthesia and willing 
to do some general practice; beginning salary $821 plus 
living accommodations or allowance; vacation, sick 
leave, retirement; must have California license. Apply 
to: Medical Director, Madera County Hospital, Madera, 
California. D 


POSITION AVAILABLE FOR GENERAL PRACTICE 
rotating residency available July 1, 1959, in 244 acute 
bed county general hospital approved by JCAH; $500 
per month plus attractive five room furnished home; 
must be citizen of United States of America. Apply: 
Medical Director, Merced County General Hospital, 
Merced, California. D 


GENERAL PRACTICE — APPROVED; EXCELLENT 
teaching Drogram and training facilities in modern hos- 
pital*+; 234 beds and 40 bassinets; beginning monthly 
salary $250 if single, if married $300; free using. 

te: Director of Medical Education, Oakwood Hos- 
pital, 18101 Oakwood Boulevard, Dearborn, Michigan. D 


WANTED 
terns; residency available 


- MEDICAL RESIDENT; ROTATING IN- 
January 1, 1959; internships 
December 15 or January 1; 240 bed general hospital; 
Stipend $175 to $200; full maintenance including fur- 
nished apartment. Apply: Intern and Resident Com- 
mittee, Ravenswood Hospital, Chicago, Illinois. D 


RESIDENCY AVAILABLE 
of approved school; who is 
= rested in orthopedics; heavy traumatic a ; fully 
approved four year surgical program. Apply: Director 
of Medical Education, Huron Road Hospital*+, Cleve- 
land 12, Oh D 


= YEAR SURGICAL 
uly 1959 for graduate 


PATHOLOGY RESIDENCIES 
erans Administration Hospital + 
Avenue, New York if, New York; 
graduates of approved schools; 
to $5,545. Write to: S. Wilens, 
Service. 


ANESTHESIOLOGY RESIDENCY — APPROVED TWO 
years; active didactic and clinical program; 
$3,000 to $4,800 yearly plus maintenance; 
monthly housing allowance. Apply to: J 3 
MD, Huron Road Hospital, Cleveland 12, Ohio. 


RADIOLOGY RESIDENT FOR APPROVED PROGRAM 
at large teaching hospital beginning July 1, 1959. Con- 
tact: Medical Director, San Joaquin General Hos pital, 
French Camp, California. D 


AT NEW YORK VET- 
24th Street and First 
open to citizens and 
salary range $3,240 
Chief, 
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| tudos de 
| Faculdade de medicina de Lisboa], 
| gal, 1958. 


| biologiae 


| Traduccién: 


| gang 2, Jena, 


| tion of Obscure Illness. By H. J. 


J.A.M.A., Dec. 6, 1958 
(Books Received Continued) 


Quarto curso de cardiologia: Electro-vectocar- 
diografia. Por Eduardo Coelho. Com a_ colabo- 
ragio de Manuel Joaquim Sousa Ventura, et al. 
Paper. Pp. 380, with illustrations. [Centro de es- 
cardiologia do Instituto de alta cultura, 
Lisbon, Portu- 


Effects of the Finnish Sauna Bath on the Elec- 
trolyte Excretions and the Renal Clearances. By 
Erkki Haapanen. Ann. med. exper. et biol. Fen- 
niae, vol. 36, supp. 5. Paper. Pp. 82, with 16 illus- 
trations. Annales medicinae experimentalis et 
Fenniae, Yrjénkatu 17, Helsinki, Fin- 
land, 1958. 


Treatment of Breast Tumors. By Robert S. Pol 
lack, M.D., F.A.C.S., Clinical Instructor in Sur- 
gery, Stanford University School of Medicine, San 
Francisco. Cloth. $6, Pp. 147, with 63 illustrations. 
Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1958. 


Symposium de la Fundacién Ciba: Electroforesis 
sobre papel. Directores de la Fundacién Ciba: 
G. E. W. Wolstenholme y Elaine C. P. Millar. 
Juan F. Dobon, Cloth. 240 pesos. 
Pp. 222, with 74 illustrations. Cayetano Vergara, 
Calle Loria 60, Buenos Aires, Argentina, 1958. 


Helminthen und Helminthiasen des Menschen. 
Parasitologischer Teil von Prof. Dr. O. Mattes. 
Medizinisch-klinischer Teil von Prof. Dr. R. 
Wigand. Cloth. 31.60 marks. Pp. 474, with 130 
illustrations. VEB Gustav Fischer Verlag, Villen- 
East Germany, 1958. 


Difficult Diagnosis: A Guide to the Interpreta- 
Roberts, M.D. 
Cloth. $19. Pp. 913, with 99 illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C. 2, England, 1958. 


Mental and Physical Illness among Paupers in 
Stockholm. By Gunnar Inghe. Translated by Carol 
Bejerot. Acta psychiat. et neurol. scandinavy., vol. 
33, supp. 121. Paper. Pp. 316, with illustrations. 
Ejnar Munksgaard, Ne¢rregade 6, Copenhagen K, 
Denmark, 1958. 


Terceiro curso de cardiologia: Arritmias. Por 
Eduardo Coelho. Com a colaboragéo de A. Bor- 
dalo e Sa, et al. Paper. Pp. 319, with illustrations. 
[Centro de estudos de cardiologia do Instituto de 
alta cultura, Faculdade de medicina de Lisboa], 
Edigées Imprensa médica, Lisbon, Portugal, 1958. 


Federal Funds for Science. VII: The Federal 
Research and Development Budget, Fiscal Years 
1957, 1958, and 1959. National Science Founda- 
tion NSF-58-30. Paper. 45 cents. Pp. 78, with 
illustrations. Superintendent of Documents, Govern. 
Print. Off., Washington 25, D.C., 1958. 


Disease, Life, and Man. Selected essays by Ru- 
dolf Virchow. Translated and with introduction by 
Lelland J. Rather. Cloth. $5. Pp. 273. Stanford 
University Press, Stanford, Calif.; Oxford Univer- 
sity Press, Amen House, Warwick Sq., London, 
E. C. 4, England, 1958. 


Cerebral Palsy: A Clinical Study of 370 Cases. 
By Marit Skatvedt. Acta pacdiat., vol. 46, supp. 
111. Paper. 15 Swedish kronor. Pp. 101, with il- 
lustrations. Almqvist & Wiksells, 26 Gamla Broga- 
tan, Stockholm C; Box 47, Uppsala, Sweden; Oslo 
University Press, Oslo, Norway, 1958. 


Quinto Congreso uruguayo de cirugia, 1954, 13 
al 19 de diciembre. Tomo Il. Sede: Agrupacion 
Universitaria del Uruguay. Paper. Pp. 309, with 
illustrations. Agrupacion Universitaria del Uruguay, 
Avda. Agraciada 1464, Piso 13, Montevideo, 
Uruguay, n. d. 


Accepted Dental Remedies 1959: Drugs Used 
in Dental Practice Including a List of Brands Ac- 
cepted by the Council on Dental Therapeutics of 
the American Dental Association. Twenty-fourth 
edition. Paper. $3. Pp. 210. American Dental As- 
sociation, 222 E. Superior St., Chicago 11, n. d. 


Studies in the Bactericidal Action of Salts of 
Certain Rare Earth Metals. By Ali Muroma. Ann. 
med. exper, et biol. Fenniae, vol, 36, supp. 6. 
Paper. Pp. 54. Annales medicinae experimentalis 
et biologiae Fenniae, Yrjénkatu 17, Helsinki, Fin- 
land, 1958. 
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Vol. 168, No. 14 


Transactions of the Western Surgical Associa- 
tion. Volume 65: Sixty-fifth Annual Meeting, Hotel 
Utah, Salt Lake City, Nov. 21-22, 1957. Cloth. 
Pp. 310, with illustrations. Baird-Ward Printing 
Company, Inc., Nashville 1, 1958. 


Studies on Antihemophilic Globulin. By Mar- | 
gareta Blombiick. Acta paediat. vol. 47, supp. 114. 
Paper. 8 Swedish kronor. Pp. 32, with 2 illustra- 
tions. Almqvist & Wiksells, 26 Gamla Brogatan, 
Stockholm C; Box 47, Uppsala, Sweden, 1958. 


| 
| 

Neue Makrobiotik oder unsere Kunst, das men- | 
schliche Leben zu verlingern. Von Dr. J. Grober. 
Cloth, 12.70 marks. Pp. 239. VEB Gustav Fischer 
2, Jena 15b, East Germany, | 


Verlag, Villengang 
1958. 

| 

Why Marriages Go Wrong: Hazards to Marriage | 

and How to Overcome Them. By James H. S. | 

Bossard and Eleanor Stoker Boll. Cloth. $3.50. 

Pp. 224. Ronald Press Company, 15 E. 26th St., 


New York 10, 1958. | 


Negroes and Medicine. By Dietrich C. Reitzes. | 
Cloth. $7. Pp. 400. Published for Commonwealth | 
Fund by Harvard University Press, Cambridge 38, 
Mass.; Oxford University Press, Amen House, War- 
wick Sq., London, E. C. 4, England, 1958. 


The Teen-Age Diet Book. By Ruth West. Cloth. 
$3. Pp. 180, with illustrations by Don Trawin. 
Julian Messner, Inc., 8 W. 40th St., New York 18; 
Copp Clark Publishing Company, Ltd., 495-517 
Wellington St., W., Toronto 2B, Canada, 1958. 


Auditory Pathways in the Brain Stem: A Neuro- 
physiological Study. By Stig Jungert. Acta oto- 
laryng., supp. 138. Paper. Pp. 67, with 33 illus- 
trations. Acta oto-larvngologica, P.O. Box 400, | 
Uppsala, Sweden, 1958. 


Travaux d’anatomie  pathologique oculaire. 
Deuxiéme série. Par F. Hervouét. Paper. 4000 
francs. Pp. 220, with 452 microphotographs by 
André Lenoir. & Cie, 120, boulevard 
Saint-Germain, France, 1958. | 


Masson 
Paris 6e, 


The Year Book of Medicine (1958-1959 Year | 
Book Series). Edited by Paul B. Beeson, M.D., | 
and others. Cloth. $7.50. Pp. 782, with 123 illus- 
trations. Year Book Publishers, Inc., 200 E. Tli- | 
nois St., Chicago 11, 1958. | 

| 


Linfopatias tumorales: Patologia, clinica y trata- | 
miento. Por Manlio Kasdorf. 
Paper. Pp. 204, with Lopez & | 
Etchegoyen, S. R.L., Aires, | 
Argentina, 1957. 


Ferrari Helmut 
70 illustrations. 
Junin 863, Buenos 


Physico-chimie biologique et médicale. Par | 
Christian Bénézech, professeur a la Faculté de | 
médecine de Montpellier. Cloth. 8000 francs. Pp. 
684, with 235 illustrations. Masson & Cie, 120, 
boulevard Saint-Germain, Paris Ge, France, 1958. 


Le traitement des mycoses. Par J. Gaté et J. 
Coudert. Bibliothéque de thérapeutique médicale. 
Directeur: Professeur Raymond Turpin. Paper. 
2950 francs. Pp. 279. Gaston Doin & Cie, 8, place | 
de V'Odéon, Paris Ge, France, 1958. | 


Notes de techniques chirurgicales de la Presse 
médicale. 61 Techniques. Recueillies par Lucien 
Leger. Paper. 3800 francs. Pp. 317, with 209 il- 
lustrations. Masson & Cie, 120, boulevard Saint- 
Germain, Paris 6e, France, 1958. 


Experimental Pharmacodynamics. By T. Kop- 
panyi and A. G. Karezmar. Second edition. Paper 
$5.50. Pp. 258, with illustrations. Burgess Pub- 
lishing Company, 426 S. Sixth St., Minneapolis 
15, 1958. | 


Der Arzt in der sozialistischen Gesellschaft. Von | 
Prof. Dr, Alexander Mette, Dr. Gerhard Misgeld, | 
und Prof. Dr. Kurt Winter. Paper. Pp. 92. Deutsche 
Akademie der Wissenschaften zu Berlin, Unter den 
Linden 8, Berlin W. 8, Germany, 1958. 


Therapeutic Uses of Adhesive Tape. [Second 
edition.] Cloth. Gratis to physicians and athletic 
trainers. Pp. 130, with illustrations. Johnson & 
Johnson, New Brunswick, N. J., 1958. 


Algumas ideias gerais sobre organizacio e ad- 
ministracao hospitalar. Por Joaquim José de Paiva 
Corréa. Paper. Pp. 397. Dr. Paiva Corréa, 53, 
avenida do Brasil, Lisbon, Portugal, 1958. 


The Doctor Business. By Richard Carter. Cloth. 
$4. Pp. 283. Doubleday & Company, Inc., Garden 
City, New York, 1958. 
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(Continued from preceding page) BOARD APPROVED —-RESIDENCY IN PROCTOLOGY 
available Octob 5: t \ program 565 bed hos 
APPROVED RESIDENCIES — INTERNAL MEDICINE pital+. F 
in 827 bed general hospital; 412 beds of which are de Proctology, Allentown Hospital, Allentown, Penr 
voted to medicine; affiliation with W teserve Uni Vania D 
vers Me il Set tlary $5,2 45. Write: 
Dir w of Professional Services, ¢ 1 Veterans RADIOLOGY RESIDENTS—-TWO OPENINGS AVAIL 
Admin ition Hospital, Cleveland 30 able f three ir, Tu rad sider 
n stern Un ‘pita ad pr 
FELLOWSHIP IN ANESTHESIOLOGY RELATED TO | medical seh nly need app App Box 7 D 
otolaryngology + -ophthalmology applicant must have | AMA 
at least two years approved anesthesia residency; start- | 
ing $9,000 yearly stipend. Apply: Chief Anesthesiologist, | HOUSE DOCTOR WANTED— FOR 152 RED GENERAL 
! bas lly ace lited by the Joint 


spite is s;f 


ul, pl 


sinet 


Massachusetts Eye and Ear Infirmary, Boston, Massa- 


chusetts. stions of Hospit taffed | 
nt ser € th a ve 
LARGE FLORIDA GENERAL HOSPITAL® 4 FULLY 
approved; positions available tf first, second and third | vo busy high plus 
yea i fo eu ips al; nd se nd | this bring u 
year pediatric and pathology tf ear app d pro | ‘ ler ! st I t 
gram. Box 7105 D, S% AMA | n ferent servic ‘ n 
lient ng ndit n 
INTERNSHIP ROTATING; NEW 200 BED VOLUN- | Dover General Host 
tary hospital; accredited; maintenance $2,400 year; | Jersey ittention: 
qua acceptes iministrator, 
I Flushing 55, New York, New in 
York p | APPROVED PATHOLOGY RESIDENCY—APPROVED 
| residency July 1 1959; 300 bed general hospital; 
—_ . . PR 7 suburb of New York City: salary $200 monthly plus 
now np maintenance and stipend. Apply: S. N. | wood Hospital, Englewood, New Jersey. D 
Surks, MD, Chief of Anesthesiology, Long Island Jew s 
ish Hospital, New Hyde Park, New York D (Continued on page 160) 


“The whole is equal to 
the sum of its parts” 


It’s just as true of a diagnostic 
set as it is in the Euclidean geom- 
etry that “the whole is equal to 
the sum of its parts.” Each com- 
ponent of a Welch Allyn oto- 
scope-ophthalmoscope set is a 
superb entity adding tothe worth 
of the complete set. 


THE BATTERY HANDLE 


WA No. 700 or 705 — Im- 
proved with PERMAFIT stain- 
less steel- beryllium copper 
connection and positive 
“OFF” lock on rheostat. 


THE OTOSCOPE 
WA No. 201 Overwhelming 
favorite — large diagnostic 
lens, brilliant illumination, 
trouble-free long life. 


THE OPHTHALMOSCOPE 


WA No. 121 — Bright new 
star of its field — simplified 
one hand control of aper- 
tures and lenses, distin- 
guished contemporary de- 
sign, unexcelled optical 
system. 


Set No. 996-M 
$77.50 


THE CASE 


WA No. 21— Molded, rein- 
forced plastic of incredible 
durability, soft rubber lin- 
ing to protect instruments, 
completely sterilizable. 


SKANEATELES FALLS, NEW YORK 


WELCHAALLYN | 
| 


use classified ads 


in the Journal 


of the 


American Medical Association 


If you desire a new location or position ... 
If you need a partner or successor . . . 
If you want to buy or sell apparatus, instruments or books. . . 


A CLASSIFIED AD IS YOUR ANSWER 


for advertising rates write to 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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TALKING 


to Cardiac, Hypertensi e and Obes e Patients 


Save time, ease the burden, avoid 
tedious repetition. Use the Knox 
“Eat and Reduce” Booklets. Color- L. The Food Exchanme Lists eeferred to 
coded diets of 1200. 1600 and 1800 are based on material in Meal Plan- 


‘ ning with Exchange Lists” prepared by 
calories are based on nutritionally sound Food Exchanges’. . . ' Committees of the American Diabetes 
t -at liust Association, Inc. and The American 
eliminate patient calorie counting ... promote accurate adjust- . Dietetic Association in cooperation with 
ment of caloric levels to the special needs of the patient yet . the Chronic Disease Program, Public 
. Health Service, Department of Health, 
allow each individual considerable latitude in food choice. Education and Welfare. 
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THE KNOX GELATINE DRINK 


3 makes a wonderful between- ‘ 
Chas. B. Knox Gelatine Co., Inc. . 
33 Professional Service Department meals snack that is both 
Johnstown, N. Y. anoretic and provides low- , 
Indicate number of special diet booklets desired for your calorie supplementary protein. 
patients opposite title: 
“Eat and Reduce” _____ Diabetic 
“Sick and Convalescent”____ Geriatric_____ Each brochure is packed 


with 14 pages of 

kitchen-tested recipes plus 
color-coded gate-fold 

“Choice-of-Foods” chart. 


(Your name and address. ) 
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A workhorse 

“mycin” 
for 
common 
infections 


prompt, 


high blood levels 


consistently reliable 


and reproducible 


blood levels 


minimal 


adverse reactions 


Conforms to Code 


for Advertising 


respiratory infections 


With well-tolerated CycLamycin, you will find it 


from untoward reactions. CycLamycin is in- 


possible to control many common infections 
rapidly and to do so with relative freedom 


dicated in numerous bacterial invasions of 
the respiratory system —lobar pneumonia, 
bronchopneumonia, tracheitis, bronchitis, 
and other acute infections. It has been 
proved effective against a wide range of 
organisms, such as pneumococci, H. influ- 
enzae, streptococci, and many strains of 
staphylococci, including some resistant to 
other ‘‘mycins.’’ Supplied as Capsules, 125 
and 250 mg., vials of 36; Oral Suspen- 
sion, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fl. oz. 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


Wyeth 


R 
Philadelphia 1, Pa. 
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AGAINST 

THE 

UBIQUITOUS 

| HOSPITAL 
STAPHYLOCOCCUS | 


CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!-3 According to recent in vitro studies, however, these stubborn 
pathogens usually remain sensitive to CHLOROMYCETIN-*® 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,!° antibiotic-resistant breast abscesses,311 pneumonia due to 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!9 and septicemia.!4.15 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 


REFERENCES: (1) Wise, R. 1.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958, (3) Caswell, H. T., 
et al.: Surg., Gynec. & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Blair, 
J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (9) Horan, J. M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin, Pract. 
11:801, 1957. (13) Turnbull; R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, 
H., & Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803, (15) Leachman, 
R., & Yow, E. M., in Conn, H. FE: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 
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IN VITRO SENSITIVITY O PATHOGENIC STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTICS* | 


CHLOROMYCETIN 96% 


ANTIBIOTIC A 75% 


ANTIBIOTIC B 61% 


0 20 40 60 80 100 
*Adapted from Godfrey & Smith.‘ Staphylococci @@jpdied were strains isolated frow-28 patients in general hospital. 
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ANTIBIOTIC C 50% 
? 
ANTIBIOTIC D 39% 
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Investigator 


after investigator reports 
nm 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood pressure in 

19 of 23 hypertensive patients.” ‘‘All of 11 hypertension subjects in whom 
splanchnicectomy had been performed had a striking blood pressure response to oral 
administration of chlorothiazide.” “. . . it is not hypotensive in normotensive patients with 
congestive heart failure, in whom it is markedly diuretic; it is hypotensive in both 
compensated and decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive heart failure, 
it is markedly diuretic). .. .” 


Freis, E. D., Wanko, A., Wilson, I. H. and Parrish, A. E.: J.A.M.A. 166:137, Jan. 11, 1958. 


“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the regimen of 73 
ambulatory hypertensive patients who were receiving other antihypertensive drugs as well 
caused an additional reduction [16%] of blood pressure.’ ‘‘The advantages of 
chlorothiazide were (1) significant antihypertensive effect in a high percentage of patients, 
particularly when combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 

(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


CHLOROTHIAZIDE 


In “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME division of MERCK & CO., INC., Philadelphia 1, Pa. 
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the effectiveness of Le 


(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL'. 'piurit' is given in a dosage range of from 
250 mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS, The dosage of other antihypertensive medi- 
cation (reserpine, veratrum, hydralazine, etc.) is adjuste1 as indicated by patient response. If the patient 
is established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total daily 
dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed 


and careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


*DIURIL' is a trade-mark of Merck & Co., Inc. 
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Smooth, more trouble-free management of hypertension with 'DIURIL' 


Vertigone 


Antivert 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 


each ANTIVERT tablet contains: 
Meclizine (12.5 mg.) 
to ease vestibular distension 


Nicotinic Acid (50 mg.) 


for prompt vasodilation 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 

Dosage: one tablet before each meal 
In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


J.A.M.A., Dec. 6, 1958 


SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDASE 


STREPTOKINASE-STREPTODORNASE LEDERLE 


*Reg. U.S. Pat. Off 


| LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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pediatric antipyretic-analgesic 


Tylenol is an effective and accepted relief measure for virus 


infections including influenza, common colds, adenovirus— 
and the host of other upper respiratory diseases. 
It makes the patient more comfortable... quickly. 


NOW AVAILABLE IN 
TYLENOL DROPS ! TYLENOL ELIXIR | 
60 mg. (1 gr.) per 0.6 cc.—15 cc. bottles | 120mg.(2 gr.) per5cc.—4and 12 fl. oz. bottles 


with calibrated droppers 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


TYLENOL acetaminophen 


3 CONTROL FEVER...ACHES AND PAINS 
HH EADACHE...GENERAL DISCOMFOR 
| 
q 
| 
‘ | | 
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both muscles and joints 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both painful muscle spasm 


and disabling joint inflammation 


MEPROLONE is the first antirheumatic-antiarthritic designed to relieve simultaneously painful 
muscle spasm, joint inflammation and swelling, physical distress . . . to help prevent disability 
and accelerate return of normal function. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-1—1.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-2—provides 2.0 mg. prednisolone in the same formula as MEPROLONE-1 (bottles of 100). 
Meproione is a trademark of Merck & Co., Inc. 


ep MERCK SHARP & DOHME vision of MERCK & CO., Inc., Philadelphia 1, Pa. 
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SPECIALTY JOURNALS 


PUBLISHED MONTHLY 
BY THE AMERICAN MEDICAL ASSOCIATION 


each journal offers 

the latest medical findings by 
outstanding authorities in 

its special field... 

of value not only 

to the specialist but 

to the general practitioner as well 


to order your subscription to one of the A.M.A.’s 


specialty journals use the form below 


535 North Dearborn Chicago 10 APO's sess) 


Possessions 
Please enter my subscription to the specialty journal checked at 0 AMA. Arch. Neurology and 
right. Start my subscription with the next issue. Psychiatry r .50 $15.50 


Remittance for one year two years is enclosed. C) AM.A. Arch. Dermatology... 12: : 13.50 
(C0 A.M.A. Arch. Industrial Health. 10.00 11.50 


(1 A.M.A. Arch. Internal Medicine 10.00 J 11.50 
AM.A, Jrl. Diseases of Children 12.00 13.50 
A.M.A. Arch. Surgery 15.50 
ADDRESS, AM.A. Arch. Pathology 11.50 

A.M.A. Arch. Ophthalmology. . 12. . 13.50 
CITY A.M.A. Arch. Otolaryngology. . 14: 15.50 


NAME 
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USE AS DROPS 


Nose Drops 


and 


pray 


Nose Drops for children | 
Say AVudS 


effective pediatric decongestant 
Mew, convenient 2-way dispenser 
| AS SPRAY 
oth 
4 
pr 1d: 13% cc. stic spray ew plast Tele! 
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GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) Corange-flavored ) (orange-flavored ) 5 mg. per drop, 
250 mg., 125 ing. 125 mg. per tsp. (5 ce.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


COSA-TETRASTATIN 


CAPSULES (black and pink) 250 mg. Cosa-Tetracyn 
plus 250,000 u. nystatin 
glucosamine-potentiated tetracycline with nystatin 


antibacterial effectiveness plus added protection ORAL SUSPENSION 125 mg. per tsp (5 cc. ) Cosa- 
against monilial superinfection Tetracyn plus 125,000 u. nystatin, 2 oz. bottle 


Proven in research 


1. High tetracycline serum levels 
2. Consistently elevated serum levels 


3. Well-tolerated, physiologic potentiation 


And now in practice 


4. Rapid clinical response 


5. Unexcelled toleration 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75: 251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A.; 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 


*Trademark 
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by E. K. H. 


Never mind the giant economy size, honey,” said 
the young husband to his wife at the local super- 
market. “Just get the small expensive size we can 


afford.” 

“Golly,” cried the girl walking along the beach 
in a skimpy bikini, “there’s Mama! She'll have a fit 
if she catches me in this—it’s hers!” 


On learning that a small-town boy had been to 
see “The Ten Commandments” 18 times, Cecil B. 
De Mille made a big to-do about inviting him to 
the studio for lunch not long ago. 

“Just what appealed to you most about the pic- 
ture?” asked the great veteran producer. 

“Gee, I dunno,” mumbled the boy. 

“But you must have gotten some message from 
it to have seen it so many times.” 

“I didn’t get no message,” was the answer. “My 
uncle owns the theater.” 


A cute young couple, evidently stymied as to 
their next move, were standing alongside a stalled 
foreign sports car. Suddenly they heard a loud 
guffaw from a passing truck driver. 

“Why don’tcha just toss it over yer shoulders,” 
he shouted gaily, “and burp it?” 


A shoestring vendor, whose post was in front of a 
large downtown office building, was daily handed 
a dime by one of the office tenants, although the 
gentleman never took any laces. This went on for 
years until the other day our man dropped his usual 
dime into the box. 

The peddler looked embarrassed. “I hate to bring 
this up, sir,” he said blushing, “but the price of 
laces has gone up to 15¢.” 


It’s John Straley’s story about three men and a 
dog having cocktails in a bar. The dog was on a 
chair, handling his glass in a fashion even Emily 
Post would approve. 

“That's some dog,” commented the bartender. 
“He’s almost human!” 

“Brother, you can say that again,” said the ca- 
nine’s owner. “Wait till you see him get out of 
paying for the next round!” 


During a recent convention of atomic scientists 
at Las Vegas, one of the professors spent his whole 
free time at the gambling tables. A couple of his 
colleagues were discussing their friend’s weakness. 

“Hotchkiss gambles as if there were no tomor- 
row,” said one. 

“Maybe,” commented the other, “he knows some- 
thing.” 

A dear little lady was browsing around one of 
the better pet shops in San Francisco. 

“Are you looking for anything in particular?” 
asked the clerk. 

“Yes,” was the eager reply. “A parrot.” 

“Well, here’s a real buy,” cried the salesman. 
“Only $300, and he recites poetry, sings “The Star 
Spangled Banner,” and counts to 100. He also does 
a fine tap dance.” 

“Oh, don’t bother me with details,” snapped the 
old lady. “Is he tender?” 


“You want to get rid of this mirage? You must be crazy.” 


—— 
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[ A CIBA Documentary Report | 


How clinicians evaluate 


the safety and effectiveness 


of RITALIN’ 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria .. . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being...” 


“The side effects of Ritalin are 
minimal.” “The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia,”"! 


Lethargy, fatigue and emotional = “For the 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three ‘‘nor- 
mal,” healthy people also received 
the drug.) 


entire pa- 
tients 66 per cent showed 
marked improvements 
jobvious drug effect and 
mood improvement]... 


“No serious side reactions were 
noted ... In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found, This is particularly inter- 
esting, since these side effects have 


been common with [certain] other 
mood elevating drugs..." 


Drug-induced psychophys-ologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infeetion. 
(All patients were epileptic, | 
mentally retarded and/or brain 

damaged.) 


“All except two [of 129] 

patients responded to the 

initial injection [of paren- 

| teral Ritalin] within 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
“,.. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the [relative] safety of 
parenteral Ritalin . . 


INDICATIONS FOR RITALIN AS A PSYCHIC 
STIMULANT: Oral Ritalin is indicated for chronic 
fatigue and depressed and lethargic states such as 
occur in chronic illness, old age, etc.; to overcome 
lethargy or depression associated with tranquilizing 
agents, barbiturates and antihistamines; to improve 
behavior patterns in psychoneuroses and in certain 
senile and/or psychotic patients. Parenteral Ritalin 
is indicated for hastening recovery from postopera- 
tive barbiturate anesthesia; for psychiatric conditions 
associated with depressions; for stimulation of freer 
verbalization during psychotherapeutic interviews 
and for initiating therapy in selected psychiatric 
patients; for cases of acute overdosage of barbiturates, 
tranquilizers, anticonvulsants or other sedative drugs. 


2/2009mK 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.i.d. or t.i.d. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 


CIBA 


SUMMIT, N. J. 


— . 
157 
¢ 
| 
| 
4 


Dialogue from a small patient 


BICILLIN™ 


ORAL SUSPENSION Philadelphia 1, Pa 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


SUPPLIED: Cherry flavor—300,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 


Custard flavor—150,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 


PENICILLIN WITH A,SURETY FACTOR 
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edrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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BURDICK MW-1 
MICROWAVE UNIT 


The physiological effects of microwave dia- 
thermy are deep tissue heating (up to 
106° F. two inches deep in muscle tissue) 
with increased blood flow. 


In microwave diathermy radiations may 


be reflected, focused or directed to the 
exact area desired. The floating arm with 
spacer permits easy positioning of the 
director, to the treatment area — without 
skin contact. Single power control and 
automatic timer insure simple operation 


and time-saving convenience. 


With the Burdick MW-1 Microwave you 
have the confidence of superb workman- 


ship backed by a nationwide service or- 


ganization. The Burdick Corporation is 


happy to supply you with further infor- 


mation on Microwave Diathermy, or to 
give youa free demonstration of the MW-1. 


Arthritic hands An effective treatment 


being treated for bursitis 


Application to an 


iniured ankle 


The Burdick Syllabus, a bulletin 
on physical medicine, will be sent 


you regularly on request. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: 
New York © Chicago ® Atlanta © Los Angeles 


Dealers in all principal cities 


(Continued from page 139) 


ONE YEAR ROTATING INTERNSHIP — AMA AP- 
proved; new program in community-teaching hospital: 
medical education and research department staffed by 
35 carefully selected physicians who provide bedside and 
lecture teaching in specialties; full time staff members 
in pathology, medical education, radiology, all of whom 
have university faculty appointments; all patients teach- 
ing cases; active service department and clinics for 
interns; courses available nearby graduate medical 
school; several conducted in hospital, tuition paid by 
hospital; interns invited twice monthly for Grand 
Rounds at outstanding New York Hospitals; hospital 
located 20 miles from New York City; limited vacancies 
for period July t, 1959-June 30, 1960; $125 monthly 
and maintenance. Write: Charles R. Ream, MD, Saint 
Elizabeth Hospital*, Elizabeth 2, New Jersey. 


RESIDENCIES AVAILABLE; MODERNLY EQUIPPED 
516 bed GM&S fully approved Veterans Administration 
Hospital + ; affiliated with Northwestern University Med- 
ical School; openings for residents in internal medicine, 
general surgery, pathology, physical medicine and re- 
habilitation, diagnostic and therapeutic radiology, neu- 
ropsychiatry, available January 1, 1959, and July 1, 
1959; must be citizens and graduates of approved 
schools; stipend $3,250 to $5,545. For information write: 

Director, Professional Services, Veterans Administra- 

tion Research Hospital, 333 E. Huron Street, Chicago 

11, Miinois. D 


ANESTHESIA RESIDENCIES 


INTERNSHIPS AVAILABLE JULY 1, 
959—St. Joseph's Hospitalts*+ and Dispensary, Pitts- 
pay Pennsylvania; 200 bed general hospital; compe- 
tent staff men in all specialties; one year of approved 
internship training and educational program; opportu- 
nities for rewarding staff positions; full maintenance and 
monthly stipend of $400; new modern apartment build- 
ing to accommodate married and single interns; only 
applicants of approved medical schools will be consid- 
ered. Send applications to: Dr. . Weber, Chairman, 
Intern Committee, St. Joseph's Hospital, 2117 Carson 
Street, Pittsburgh 3, Pennsylvania. D 


PEDIATRIC RESIDENT—ARE YOU JUST GETTING 
out of Armed Forces; need a position until July 1, 1959; 
position in pediatric OPD immediately available due to 
uncontrolled circumstances ; time available for study and 
clinical research; minimum requirement one 
year pediatric residency; salary 5-300 month. Con 
tact: Blair E. Batson, MD, University of Mississippi 
School of Medicine*+, Jackson, Mississippi. Db 


ANNOUNCING TWO 
appointments for first year resident in anesthesiology in 
approved Department of Anesthesia, University Hospi- 
tals of Cleveland*+, Ohio; beginning January 1, 1959, 
for graduates of American Medical Association approved 
medical schools; stipend and other information may be 
obtained by writing Robert A. Hingson, MD, Director 
of Anesthesia, University Hospitals of Cleveland and 
Professor of Anesthesia. Western Reserve University 


School of Medicine, 2065 Adelbert Road, Cleveland 6, 
D 


Ohio 


j....MLA., Dec. 6, 1958 


\PPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital, well organized teaching 
program; affiliated with Washington University School 
of Medicine; all types of psychiatric experience repre- 
sented; including supervised dynamically oriented psy- 
chotherapy, psychosomatic medicine, child guidance, 
ete.; approved training in psychoanalysis available lo- 
cally; full time director of training is member of the 
American Psychoanalytic Association; attractive career 
eoereney program available; citizenship required. Write 

Dr. Bernard A. Cruvant, Veterans Administration 

Hospital, 915 North Grand Avenue, St. Louis 6, sai 


HOUSE OFFICER INTERNAL MEDICINE; AVAIL- 
able July 1, 1959; in a 650 bed hospital for long term 
illness; affiliated with the University of Cincinnati, 


College of Medicine; positions available are for one 
chief resident and three assistant residents: salary from 
$400 to $500 per month, and full maintenance; appli 


cant must be a graduate from a Class A medical col 
lege and must have completed a minimum of one vear 
of internship in an AMA approved hospital. Write: Mr 
M. P. Packwood, Superintendent, Drake Memoria! 
Hospital, Cincinnati 16, Ohio. D 


RESIDENT IN PATHOLOGY — SALARY $400 PER 
month first year; graded increases of $25.00 per month 
each succeeding year to $475 the fourth year; full main- 
tenance; available for one to four years training; tour 
year Board approved large departmentalized routine and 
research laboratory; 675 bed general hospital; 6,000 
surgicals and 300 autopsies per year; under supervision 
of two pathologists certified in pathologic anatomy and 
clinical pathology; available July ist. Apply: Or. Robert 
C. Graver, Director, Singer Laboratory, Allegheny Gen- 
eral Hospital, Pittsburgh, Pennsylvania. 


PSYCHIATRIC RESIDENCY VACANCIES AP 
proved three year regular residency in conjunction with 
ersity medical school; extensive train 
ing program in clinical psychology, vocational coun 
seling, social service related flelds; salary range 
residents to $4,165: career residents 
5 to $9,890; hourly commuting distance from (Ch 
cago; citizenship required. Write: Manager, Veterans 
Administration Hospital, Downey, North Chicago, 
Illinois 


PATHOLOGY—FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pat jlogy: approx 
mately 11,000 surgicals and 180 au 
year; staff includes pathologist -in-chie 
thologist and assistant pathologists; full time bio 
ist, microbiologist and part-time hematologist. Addre 
communications to: Dr. Tobias Weinberg, Pathol 
in-Chief, Sinai Hospital*+ of Baltimore, Baltimo , 
Maryland. dD 


RESIDENCY INTERN AL MEDICINE; 1,300 BED 
general hospital+; 3 year te aching lor Univer 
sity College Medicine; female, pri e, out-patient m 
icine; includes all sub-specialties ‘water supervision of 
toard Certified specialists; stipend $5,250 to $4,165; 
radioisotopes, pulmonary function, research must 
be | S. citizens or graduates of U. 8S. or re anadian 
medical schools. H. D. tennett, MD, Veterans Ad 
ministration Hospital, Houston, Texas. D 


GENERAL SURGERY RESIDENCY FULLY AP 


four year program affiliated with Louisi: ina State 
Un sity and Tulane University Medical Sc 

ary begins at $3,250 grading up to $4 

are now being received for July 450; must be citizen 
of United States. Write: Chief of Surgical Service, t 
erans Administration Hospital, 1601 Perdido Street, New 
Orleans, Louisiana. Dd 


INTERNSHIPS, GENERAL ROTATING—APPROVED 


250 bed general hospital in San Francisco; large out 
patient department and clinical serv stipend $500 
per. month plus over residencies in 
t pediat surgery, rnal med w and 
‘ Conts act: Dire ctor of Me Edu 
s Hospital, 1580 Vaiencia Street, San 

Francisco, California. 


PATHOLOGY——P ANATOMY ; 
general hospital* +; r 
approved; active unive 

available 


close personal super vision, Apply 


resident; good salary; 


6928 D, % AMA. 


TWO YEAR APPROVED PEDIATRIC agreement 
Nort hern organized teaching wit 
ght full time Board  pediatrici: 

ava vailable immediately and throughout 
licensure eligibility required; salary $3 
tact: Alexander King, MP, Chief, Pediatrics Depart 
ment, Kaiser Foundation Hospital+, Oakland 11, 
California D 


RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 


bed general hospital; approved 3 year residency pro 
gram; full time Board specialists teaching: salaries 
range from $315 to $415, depending upon year of train 


ing and family status; eligible California licensure 
Write: Director of Education, Kaiser Foundation Hos 
pital+, 280 W. MacArthur Blvd., Oakland 11, Cali- 
fornia. D 


RADIOLOGY—RESIDENCY AVAILABLE NOW, For 
novice or for partly trained radiology resident; 3 year 
approved program in diagnosis, therapy, isotopes, full 
time staff of 4 radiologists; base hospitai of The Chica 
go Medical School; initial stipend $225 per month pilus 
laundry and uniforms. Apply: Dr. J. Nadelhaft, Di- 
rector of Radiology, Mount Sinai Hospital, California 
and 15th, Chicago 8, Illinois. b 


RESIDENCIES IN OBSTETRICS-GYNECOLOGY—AP- 
proved 250 bed general hospital in San Francisco; two 
year approval; large out-patient department and clinic 
service; stipend $: per month first year plus mainte 
nance. Contact: ector of Medical Education, St. 
Luke's Hospital, 1580 Valencia Street, San Francisco, 
California, b 


— ROTATING; EIGHT AVAILABLE; 

1, 1959, in 330 bed modern general hospital« 

AMA approved; stipend $200 per month plus full main- 

tenance; unusual opportunity to work with Board men 

in all specialties and includes staff teaching and regular 

conferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. 


(Continued on page 162) 
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help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, aS Well as 
a mild bradycardia. Hence, the work load of the 
heart is reduced. 

. often preferred to reserpine in'private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


a 


161 


help reduce 
the pressures 


ON your 
patients 


Root Serpentina 


Tranquilizing Raudixin ‘helps the anxious 
y nel ih patient so that he is better able to 
ope with external pressures without being over- 
ielmied by, them, By reducing? these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle, 


Dosage: Two 100 mg. #ablets once daily; may be adjusted 
within range of 50 to 300mg, Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. 


=-) Squibb Quality—the Priceless Ingredient 


18 A SQUIBD TRADTMARK 
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The first autoclave 


with Oomph. 


Castle’s full-color 999 


Good looks don’t make an autoclave 
run any better. But they do give it 
that modern, professional touch that 
inspires confidence in your technique. 

The new 999 is the first portable 
autoclave designed to do that for you. 

Gone are the protruding valves, 
tanks and spigots of yesterday’s steri- 
lizer. Everything’s enclosed in a sleek, 
streamline casing of gleaming enamel 
and satiny chrome—the best looking 
autoclave ever! 

Finished in soft pastels, with a 
choice of Jade Green, Coral or Silver- 


the unit complements 
harmonizes 


tone colors, 
your present equipment, 
with room surroundings. 

And the 999 rates just as high on 
performance as on looks. 


It is the 
—one 
control. 

It is the 


simplest 


handle 


safest— 
6 safety features. 

It is the fastest— 
double shell con- 
struction speeds 
recycling. 


See one at your dealers, or write for full-color folder. 


LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY .« 1722J East Henrietta Rd., Rochester, N.Y. 


CHAIR « Upholstered, reclining 
CABINET «© Stainless steel, eight drawers, with | 
or without complete transilluminator, cautery | 


theostot, waste alr gauge, 

tubing and cutoff... $115 to $195 
LIGHT « $16.50 
CUSPIDOR $95 | 
CATALOGUE SENT UPON REQUEST 


SURGICAL MECHANICAL RESEARCH, INC. 


1905 Beverly Bivd., Los Angeles 57, Calif. 
ESTABLISHED 30 YEARS 


THERE’S NOTHING 
UNDER THE SUN Like 


Arizona 
WARM, SUNNY AND DRY ALL YEAR 


data free to physicians: P. O. Box 5595, Tucson, Ariz. 


FOR NEXT YEAR'S 
SCHEDULING 


“DAILY LOG 
"PHYSICIANS 


A practical and easy-to-use financial record system 
designed specifically for your profession pre- 
ferred by thousands of physicians since 1927. Reg- 
ular Edition, one 36 line page a day, one volume, 
dated for calendar year $7.75. Double Log 
Edition, two facing pages of 36 lines for each day, 
two volumes, dated for calendar year — per set — 
$13.50. Satisfaction guaranteed 


THE COLWELL COMPANY 
236 University Ave., Champaign, Ill. 


J.A.M.A., Dec. 6. 1958 


(Continued from page 160) 


RESIDENCY OUTSTANDING 
California, 


$5 bed hospital* + 


c patho 

cauncy vacane 
Write A. De 
pital, San Diego 3, ¢ alifo 


ANESTHESIOLOGY RESIDENCY 
ears; Opening tor first 
0 bed active eure! 
depending on amoun 
Apply Director, Me 
Center, 1600 Divisadero Street, 
fornia 


AP 
and second ye n ai 


San. Fri uncisco, 


RESIDENCIES*t+ — MODERN 226 BED Hosp IT 
charity service and clinics; general practice 
years; pathology 3 years; internal medicine; 
rotating internships; full time director medical 

stipend $250 first year, $75 housing 

Intern-Resident Committe Cabell 
Huntington, West Virginia. 


PSYCHIATRIC RESIDE 2 
ear by arrange “me nt ‘ 
Medical Sel 

personal analysis exists; begin ¢ 

maintenance available; selectic 

residency starts July 1, 1959 

Mayview State Hospital, Mayview, 


RESIDENCIES-—-FULLY 


app 


allie ine 

Huntingto 
Hospital, I 
PITTS : H 


Superintendent 
Pennsylvania I 
APPROVED; 377 BED GMe«S 
Veterans Administration Hospital; amliated with the 
Johns Hopkins University and Univers ot Maryis ue 
Medical schools; internal medicine and | ue naeral su 

; 045. Address 

Services, Veterans 

t Howard, Maryland. 


inquiries to: Dir r, 
Administration Hosp 
D 


ANESTHESLOLOGY RESIDENCY—APPROVED TWO 
year program in 450 bed general hospital; broad clinical 
experience available* nd $260 to silo; applicants 
must be eligible for Ca rnia licensure. Apply ‘ 

Chatton, MD, Medical Superintendent, Santa ©! 
County Hospital*+, San Jose-Los Gatos Road, 
Jose, California. 


ANESTHESIOLOGY RESIDENCIES APPROVE! 2 
year active teaching program with unusually wide clin- 
ical experience; Opportunities for clinical, teaching and 
research appointments in hospital medical colle 
after completion of training. Write: } aandmesser, 
MD, Director of Anesthesiology, Albans Medical Center, 
Albany, New York D 


IN MEDICINE-—POSITION AVAILARLE 
January 1, 1959, for graduates of American Medical 
Schools only; 625 bed hospital with large charity load 
and rotation ‘through the major sub-specialties. Address 
inquiries to: Director of Post-Graduate Traininz, 
Tampa General Hospital, Tampa, Florida D 


APPROVED ROTATING INTERNSHIPS—!I YEAR AP- 
proved internships starting July 1{, 1959; 300 bed 
general hospital; suburb of New York City; excellent 
educational program; salary $150 monthly plus com- 
plete maintenance. Apply: Administrator, Englewood 
Hospital, Englewood, New Jersey do 


RESIDENCY 


RESIDENCIES IN SURGERY—APPROVED 250 RED 
general hospital in San Francisco; three year approval; 
arge out-patient department and clinic service; stipend 
$325 per month first year plus maintenance. Contact 
Director of Medical Education, St. Luke's Hospital* +, 
1580 Valencia Street, San Francisco, California D 


WANTED—RESIDENT PHYSICIAN res 40 BED HOS- 
pital and clinic; starting salary $6,000 with complete 
maintenance; Texas license required; excellent oppor- 
A for advancement: location: West Texas. Box 


WANTED—TWO RESIDENTS FOR A TWO YEAR 
approved anesthesiology service for 400 bed teaching 
hospitals*+ in New York City; we require graduation 
from an approved medic al se hool and an approved in- 
ternship. Box 7051 D, AMA. 


PSYCHIATRIC RESIDENTS — NEW PLAN PAYING 
$41,360 offering three years fully approved training in 
a university psychiatric institute followed by 2 years’ 
supervised experience; open only to graduates of ap- 
proved medica! colleges. Box 7040 D, % AMA, 


FOURTH YEAR RESIDENT FOR JULY, 
who could qualify for position of assistant path 
ologist the following year; Chicago hospital, four years 
approved residency; very active service; salary open. Box 
6990 D, % AMA. 


PATHOLOGY RESIDENTS—JULY, 
general hospital; full approval; 
ment and active affiliation. Apply: Or. Richard ' 
McManus, Institute of Pathology, Western Ponneytvania 
Hospital, Pittsburgh 24, Pennsylvania. dD 


1959, 


1959: 550 BED 
school appoint- 


RESIDENT PHYSICIAN — 117 BED GENERAL HOS- 
pital; $300 per month plus maintenance ; —— be grad 
uate AMA approved school; general services; December 
1958. Apply: Administrator, The Valley Hospital, Ridz 
wood, New Jersey. D 


OPENINGS FOR THIRD YEAR LEVEL GENERAL 
surgery residency in a four year approved program to 
graduates of approved medical schools only. Reply: lox 
7035 D, % AMA. 


OPENINGS FOR FIRST YEAR SURGICAL REST- 
dency; four year approved program to graduates of a 
proved medical schools only. Reply: Box 7034 D, % 


HOUSE PHYSICIAN—80 BED GENERAL HOSPITAL; 
60 miles north of New York City; immediate opening; 
$250 per month plus maintenance. Apply: Administrator, 
The Cornwall Hospital, Cornwall, New York dD 


PATHOLOGY RESIDENCY—ONE YEAR APPROVAL: 
active general hospital*+; excellent salary; to start on 
or before January, 1959. Write: Pathologist, Wilming- 
ton General Hospital, Wilmington, Delaware. Dd 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern men- 
tal hospital, excellent teaching program therapeutic 
procedures, $5,280—$6,600. Box 6956 D, % AMA. 


AVAILABLE JULY 1, 1959 APPROVED PATHOLOGY 
residency in large general hospital. Contact: Medical 
Director, San Joaquin General Hospital*+, French 
Camp, California, for details D 


— 
to, Pathologist, Mercy Hos 
+ 
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Vol. 168, No. 14 
LOCUM TENENS WANTED 


LOCUM TENENS WANTED—MIDWEST UNIVERSITY 
health service requires services of physician interested 
in clinic type of practice; regular hours, adequate sal- 
ary and pleasant environment with possibility of full 
time employment if mutually agreeable. Box 7046 G, 
% AMA. 


WANTED—LOCUM TENENS FOR DERMATOLOGIST’S | 
office for six to eight weeks for February and March, 
1959; give qualifications and state salary expected. Box 
6984 G, % AMA 


LOCUM TENENS WORK WANTED 


GENERAL SURGEON—41; WILL SUBSTITUT 
issist several months while y convalesce; t 
course or vac m; Board Cer ss censed 

Texas, Wisconsin; available now. Box 7080 H, © 


SITUATIONS WANTED 


SURGEON: DIPLOMATE; 4 YEARS SURGICAL RESI 
leney large excellent hospita 15 success! 

p ite irgical pract 

Abdomina 

group clinic 

Wabash, Chicago 1 


« IF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physician for private practice, 
industry or public health, please write for recommen- | 
dations. Woodward Medical Personnel Bureau, 185 N 
Wabash, Chicago 


OBSTETRICLIAN- GYNECOLOGIST. WILL  ¢ *WORMS HATE EM 


training at 1 in New Orles 
1950; ma ' eran; desires pa 
southwest 


No fasting * No special diets * No purging 
PEDIATRICIAN DESIRES 
or would like to assist busy 
irk City or area: finishing pedi: The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
wr 1958, ewis ospital o 4 
k license. Box 7111 I, % AMA short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
PEDIATRICIAN—BOARD ELIGIBLE: DESIRES ASSO- dose a day for just one week is required; for roundworm, a single dose. 
ciation with clinic or 
completing year sub-specialty fellowship June 1959; i ibili 
Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
coast. Box 7125 1, % AMA. of spillage or variation in the size of the dose. And the use of Piperazate avoids the 


CHIEF OF MEDICAL PHOTOGRAPHY —20 YEARS OF high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 
comprehensive experience in organization, teaching, su e 
pervision, development and research, publications ; posi- ciated with gentian violet therapy.’ 
tion desired in hospital,.teaching or research institution 
fox 7119 1. . 
fox 7112 I, % AMA Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
UROLOGIST BOARD CERTIFIED, VETERAN; WELL 85% cure rate in one day's treatment of roundworm.*® 
trained and experienced in all phases of Genito-urinary 
; desires partnership, group affiliation or oppor 
for solo practice licensed Illinois, New eke. One Week Dosage One Day Dosage 
‘alifornia, Box 7128 I, % AMA for Pinworm for Roundworm 
EUROPEAN GRADUATE—27; SINGLE WITH GOOD Children 15-30 Ibs. . . . 1 Wafer Children 20-30 Ibs. .. . 3 Wafers 
Children 31-60 Ibs. . . . 2 Wafers Children 31-40 Ibs. . . . 4 Wafers 
credited hospital; prefers otolaryngology tox 7107 I, | Children 61 Ibs. Children over 40 Ibs. 
and over..... . 4 Wafers and adults. .... 7 Wafers 


PEDIATRICIAN BOARD CERTIFIED; FAAP; 36; To be sucked or chewed before To be taken at one time on one 
Kroad experience in general pediatrics; desires to re- ° 
jesete solo, partnership, or group practice considered breakfast for 7 consecutive days. day only. 
tox 7108 I, % AMA | 


OBSTETRICLAN-GYNECOLOGIST BOARD ELIGI- 


ble; military completed: age 32: desires association with - * 
individual or group; east and midwest preferred; details 
first letter. Box TLI8 I, % AMA 
ORSTETRICIAN-GYNECOLOGIST; MARRIED; AGE iperazine phosphate, Leemi 500 mg. 
St; finishing approved residency June, 1959; desire pipe P P z ng, 
partnership or solo practice; locate in south. Write 
Box 7119 I, % AMA Supplied: 1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, 
In packages New York, Macmillan, 1955, p. 1153. 2. Brown, H. W., ef al.: J.A.M.A. 


Necks hospital private practice. Hox @98l 1. 4 AMA. of 28 Wafers 161515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


seeks hospital private practice. Box 6981 I, 


PSYCHIATRIST—30; PSYCHOANALYTICALLY ORI- OTRADEMARS 
ented; experience in intensive psychotherapy, supervi- 

sion, teaching; desires position with clinic, group, 

sssociation, private practice; New Mexico, Arizona, 

California; clinical psychologist Ph.D with similar | Shows. ae é one 155 East 44th Street, New York 17, N. Y. 

expe rience “7 accompany; available July, 1959. Box 

7039 1, % AMA 


PATHOLOGIST 40; FAMILY: CERTIFIED CP; 
Roard Eligible PA; 7 years internal medicine i 
ence before specializing pathology; consider association 
hospital or private practice; California, Oregon 
Washington. Box 7088 I, % AMA 


PEDIATRICIAN CERTIFIED; 29; FAMILY; VET- 
for parthenhip with, | GENERAL PRACTITIONER—35; EXPERI- | WANTED—TECHNOLOGISTS: (a) CHIEF MED TECH: 
New York. New Jersey, Florida: available now Rox enced and well trained; wishes e in small pref esp qual bact or chem; supv 4 in busy tab, well 
7086 1. % ‘AMA -? “ town of two thousand or more ‘ al facilities; est orp 15 specialists; own clin bidg; ige univ city, 

a will consider purchase. Box 7076 I, % MA WwW. (b) ME E 

AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri THORACIC SURGERY DIPLOMATE, AMERICAN 
vate practice, assistants or associates, industry, public Board of Surgery; eligible; Board of Thoracic Surgery; 
health. Please write for recommendations. Shay Medical thirty-eight; married; licensed in Texas, Ohio, Louisi- 
Agency, 55 E. Washington, Chicago. 1 ana, Box 7055 1, % AMA 


gen hsp; $4800, $75 mo for calls; . 

MED TECH: ti-dr clin grp; coll city 30,000; MW. 
(e) MED TECH; vol gen hsp 75 bds; to $4500, meals; 
sm twn 5000; NW. (f) XRAY TECH: sole chge dept, 


WELL TRAINED THORAC Ic St RGEON AV AILARLE PHYSICIAN—20 YEARS IN GENERAL PRACTICE Chpe. 
January Ist; three years’ training; general surgery; desires part time employment or association 50 miles 
two years’ training, thoracic surgery, teaching hospitals radius Chicago; may consider full time if mutually ctr; E. (nh) MED TECHS: priv lab & hsps supv by orp 
Medical Bureau, Burneice Larson, Director, 900 North agreeable. Box 7065 1. % AMA Gees 
Michigan Avenue, Chicago. I joard pa 00; univ city i 


| BACTERIOLOGIST;: MS for newly created posi, gen 

SURGEON—BOARD CERTIFIED IN GENERAL AND hsp now expand’g to 350 bds; to $6600; coll city 

thoracic surgery; graduated Harvard Medical School 75,000; SE. (<j) CHEMIST: MS pref to ass't in 

1951, trained in pediatric cardiology; desire position or plann'g new chem dept: new lab to be oce at compl 

affiliation. Box 7017 1, % AMA. expansion prog to 200 bds; to $7500 for MS: MW 

city 40,000. Woodward Medical Bureau, Ann Wood- 
ward, Director, 185 North Wabash, Chicago. 


hz archy PROFESSIONAL & TECHNICAL AIDES 


> INTC WANTED REGISTERED LABORATORY TECHNI 
| MEDICAL TECHNICIANS WITH SPECIALIZED / RATORE 
od gen a well-qualified assistant or associate? training in bacteriology and parasitology for 335 bed cian with training in routine laboratory tests, for pri~ 
w many who would interest you. ‘Write us. general hospital with university jation; located 
NEW YORK MEDICAL CHANGE lake shore suburb of Chicago: ides or itions; | 
A ( Library) po night or week end call; one month aa reonal data to Box 
venue Opposite i leave and insurance benefits. Apply: Personnel Dire 
Specialists in Selection Since 1926 Evanston Hospital, 2650 Ridge Avenue, Evanston 
nois 


(Continued on page 
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ON 


EMOTIONAL HEALTH 


by T. R. RETLAW A discussion of release of tension 
through work and play. 8 pp. 15¢ 


EMOTIONAL ILLNESS 


by EDITH M. STONEY An explanation of the difference 
between functional or psychosomatic illness, and organic ill- 
ness. 8 pp. 15¢ 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. A doctor tells the suf- 
ferer's family how they can help when he comes home, how 
to deal with outsiders, why breakdowns occur, and how they 
can be prevented. 6 pp. 10c 


write to 


reprinted from Todays Health 


THE PSYCHIATRIST 


by EDWARD DENGROVE, M.D. and DORIS KULMAN 
What he is, how he works, and what he can mean to you. 
6 pp. 10¢ 


HYPNOTISM—HUMBUG or HEALING? 


by JAMES A. BRUSSEL, M.D. The truth is that it can be 
either, depending on who uses it, for anything in the hands 
of a phony is about as good as a three-dollar bill. 6 pp. 10¢ 


THE DOCTOR TACKLES 


THE EMOTIONAL ELEMENT 


by WILFRED DORFMAN, M_D. Increasing medical knowl- 
edge of the role of the mind in many illnesses. 6 pp. 10¢ 


ORDER DEPARTMENT AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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In your bag... 
for use... 
MMEDIATELY! 


INJECTION HYDELTRASOL 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE 
PARENTERAL STEROID 


21-P Ph ph + 


ADVANTAGES: 

1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 


Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., INnc., Philadelphia 1, Pa. mQ0) 


PATIE 
ALLERGIC EMERGENCY-—INJECTION | ACUTE ASTHMATIC— INJECTION HYDEL- 
-_--- HYDELTRASOL dramatically relieves pain, inflam- | TRASOL promptly suppresses the bronchospasm— 
| | and uncon apcty. 
’ 


announcing 
new topically superior 


now available 
for topical application in dermatotherapy 


Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its great effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its unexcelled 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.’ Complete resolution is often 
obtained with Kenalog where certain other topically applied steroids have failed.’ 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including: 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 
Neurodermatitis Pruritus vulvae Nummular eczema 


) 


=r} Squibb Quality — the Priceless Ingredient 
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anti-inflammatory steroid 


Kenalog effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'? 


in double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 


Hydro- 

Total Kenalog fon Neither Equally 

Investigator Cases Superior Superior Effective Effective 

Goodman’ 50 32 3 195 
Smith et al.‘ 109 75 3 3 28 
Fitzpatrick et al.5 120 61 5 54 
Lerner® 30 20 4 5 


102 


4 


309 188 15 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over 1,000 patients.'* Metabolic studies show that 
there is no electrolyte disturbance when Kenalog is applied topically.'*5 


Reports to the Squibb Institute for Medical Research. Supply 
Howell, C. M.: =, Clinical Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 


Goodman, J. J.; Ibid. p. 1. Kenalog lotion, 0.1% — 15 cc. plastic squeeze bottles, 
Smith, J. G.; Zawisza, R. J., and Blank, H.: Ibid. p. 6. a 
Fitzpatrick. T iSrowe, F. W., and Walker, S. A.: Ibid. p. 12. Kenalog ointment, 0.1% — 5 Gm. and 15 Gm. tubes, 


Lerner, A. B.: 
a Robinson, R. e Vi Bull, School of Med., U. Maryland 43:54 (July) 1958. 
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Triamcinolone Acetonide 
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“This night work is beginning to get you, Miss Gilfiggle! 
What do you mean some little creatures walked in here 
“An eye for an eye, Miss Douglas!” and said they were injured when their saucer crashed? 


QUICK SOOTHING TOPICAL RESPONSE 
IN INFLAMMATORY DERMATOSES 


ACID MANTLE / stock. Ask for free 
vehicle listing. 


We reprint any article 
from TODAY’S HEALTH 
upon request (minimum 
order 500 copies on 
special printings). 


REPRINTS 
‘CORT-DOME 
infection by bacteria is widely 
“held to be due to the removal of the antibacterial 
‘acid mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.”— Fabricant, N.D.: 
A.M. A. Arch. Otolaryn. 65:11, 1957. 


ob 


Samples and literature Supply—*s%, 1% and 2% hydrocortisone in either Creme Prices and information 
available on request. (3s 0z., 1 oz., 2 oz., 4 oz. tubes and 1 Ib. jars) or Lotion from 
(34 02., 1 oz., 2 02., 4 oz. squeeze bottles and pt. bettles). Bureau of Health 


Education 


Dome Chemicals Inc. 


: 535 N. Dearborn St. ] 
NEW YORK 23 + LOS ANGELES 46 + In Canada: 2765 Bates Road, Montreal Chicago 10 Il) 
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TODAY'S KNOWLEDGE OF NUTRITION by Elmer Verner 
McCollum, Ph.D. 


FOOD FOR ENERGY by Hazel M. Hauck, Ph.D. 

3. OUR PROTEIN NEEDS by H. H. Mitchell, Ph.D. 

OUR CHIEF MINERAL NEEDS by Genevieve Stearns, Ph.D, 
WHY VITAMINS? by C. A. Elvehjem, Ph.D. 

WHAT IS GOOD NUTRITION? by Ruth M. Leverton, Ph.D. 
KEEPING THE VALUES IN FOOD by Bernice K. Watt, Ph.D. 


& Hazel K. Stiebeling, Ph.D. 


ADOLESCENT NUTRITION by Margaret A. Eppright, Ph.D. 
UNDERFED OR POORLY FED? by Grace A. Goldsmith, M.D. 
WHAT SHOULD OLDSTERS EAT? by Helen L. Gillum, Ph.D. 
DIET FOR MOTHERS-TO-BE by Icie G. Macy, Ph.D., Sc.D. 
HOW TO EAT WELL AND REDUCE SENSIBLY by Helen 


OSS 


S. Mitchell, Ph.D. 
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Description 


A unique patented electrolytic process (developed by 
Organon research) produces a complex of alpha zinc 
hydroxide and corticotropin. This complex offers 
considerable advantages for practical ACTH therapy. 


Characteristics 


New Cortrophin-Zinc provides corticotropin of un- 
surpassed purity with low foreign protein content. 
This reduces the risk of sensitization reactions. 


Since about 5% of the corticotropin is uncombined, 
onset of clinical response is rapid. But the balance, 
present as a complex of alpha zinc hydroxide, pro- 
vides a prolonged action so that the effective time 
span of a single dose is usually several days. Injection 
of the new electrolytic Cortrophin-Zinc is virtually 
painless. 


Pharmacology 


A potent stimulator of cortical activity, Cortrophin- 
Zinc does not depress functioning of the suprarenal 
glands. Unlike the corticosteroids, adrenocorticotro- 
pic hormone arouses the adrenal glands to produce 
natural steroids in natural proportions. In a 5-year 
study of patients on ACTH therapy, no case of 
adrenal or pituitary depression or atrophy has been 
observed. 


Because Cortrophin-Zinc is virtually painless on in- 
jection and its prolonged action obviates frequent 
injections, it is now practicable to use Cortrophin- 
Zinc in most of the indications where formerly re- 


A Summary Report on 


CORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Medical Department 


ORGANON INC. « Orange, N. J. 


liance has been on corticosteroids. This freedom 
from apprehension of deleterious depressive effects 
permits clinical use of valuable hormone therapy on 
a broader scale than has been possible heretofore. 


Clinical Uses and Dosage 


The many published reports on the use of Cortrophin- 
Zinc as well as ACTH in thousands of patients 
indicate its value in over 100 disorders. Most re- 
sponsive have been: allergies and hypersensitivities, 
rheumatoid arthritis, bronchial asthma, serum sick- 
ness, and inflammatory skin and eye diseases. 


Dosage should be individualized, but generally initial 
control of symptoms is obtained with a single injec- 
tion of 40 units of Cortrophin-Zinc daily, until 
control is evident. Maintenance dosage is generally 
20 units (or less) twice a week. 


Use of Cortrophin-Zinc with oral steroids is now 
recommended as a safety measure to supply the im- 
portant suprarenal stimulation and lessen the hazard 
of atrophy. Periodic use of Cortrophin-Zinc is 
advocated with all steroid analogs, such as cortisone, 
hydrocortisone, prednisone, prednisolone, methy]l- 
prednisone, and triamcinolone. * 


Supply 
5-cc vials containing 40 and 20 U.S.P. units of corti- 
cotropin per cc; l-cc ampuls containing 40 and 20 
U.S.P. units of corticotropin, with sterile disposable 
syringes. 

*Write for complete literature and bibliography con- 
taining specific dosage schedules to: 
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PRODUCTS 


FOR RHEUMATISM AND TRAUMATIC DISORDERS 


A SPECIFIC MUSCLE RELAXANT PLUS 
A PREFERRED ANALGESIC 


FOR ARTHRITIS 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 
PARAFON and PARAFON WITH PrepnisoLone provide benefits that last for up to six hours. 


PARaFon relieves pain, stiffness, and disability caused by rheumatism and traumatic 
disorders; PARAFON WITH P2EDNISOLONE compounds this relief with anti-inflammatory 
action in treatment for arthritis. 

supplied: Pararon: Tablets, scored, pink, bottles of 50. Each tablet contains: 

ParaPLex Chiorzoxazonet 125 mg.; and TyLenov® Acetaminophen 300 mg. 

PARAFON WITH PREDNISOLONE: ‘Tablets, scored, buff colored, bottles of 36. 

Each tablet contains: Chlorzoxazone 125 mg.; 

TYLENOL Acetaminophen 300 mg.; prednisolone 1.0 mg. 


precautions: The precautions and contraindications that apply to all steroids should 
be kept in mind when prescribing PARAFON WITH PREDNISOLONE. 
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INDEX TO ADVERTISERS (Continued from page 163) 


FIRM A PAGE HOSPITALS AND SANATORIA FOR SALE 
Abbott Laboratories ... FOR SALE —NEW MODERN 28 BED HOSPITAL AND 
American Bakers Association. 5 clinic fully equipped at Titusville, Florida; long term 
Ames Co., Inc financing. Write to: Dr. B. E. Daniel, Titusville, Flor- 


Battle Creek Sanitarium 
Bauer & Black 
Beck-Lee Corp. 
Bellevue Place ... 
Blakiston Division, 
McGraw-Hill Book Co. 
Borcherdt Malt Extract Co. 
Burroughs Wellcome & Co. 122, 
Carnation Co. & Subsidiaries . 
Camric 
Castle, Wilmot Co. 
Cereal Institute, In 
Chicago Maternity Center ... 
Ciba Pharmaceutical Products, Inc. . 
Colwell Publishing Co. 
D 


PRACTICES FOR SALE 


CALIFORNIA--LOS ANGELES AREA; LUCRATIVE 
practice; grossed over $140,000 last year; can be in- 
creased 40° if doing own surgery; hospitals and surgi 
cal privileges immediately available; $5,000 down and 
$1,000 monthly for a period of three years; principals 
only; illness causes me to sell, Box 7131 P, % AMA 


CALIFORNIA LONG ESTABLISHED RETIRING 
dermatologist will sell; excellent opportunity; very rea- 
sonable; terms. Write: Box 7121 P, % AMA, 


CALIFORNIA—INTERNAL MEDICINE; ALLERGY IN 
new Whittier Medical Center; gross over $60,000; al 
most new equipment with experienced registered nurs: 
and secretary-receptionist; fine medical practice in pop 
ulous Los Angeles suburb; ideal climate & community 
to work and lite in; low down payment; practice to pay 
balance. Box 6983 P, % AMA. 


Metene Co. INDIANA—WELL ORGANIZED GENERAL PRACTICE 
NDIA? ORGANIZED GENERAL PRACTICE 
Dome Chemicals, Inc. .. grossing $40,000; fourteen room home-oftice, drugs, and 
equipment; three open hospitals; easy terms; will intro 
Eastman Kodak Co duce; available June 1, Box 7081 P, AMA 
Electrodyne Co. NEW JERSEY GOING GENERAL PRACTICE 11 
2 ’ years potential unlimited; 3 bedroom brick home; knotty 
* in kitchen and four room office; across river from 
York City; equipment available; asking price, 
Mz Hospital . $29,500. Box 7127 AMA 
Fleet, C. B., Co., Inc NEW JERSEY-—-UNOPPOSED GROWING PRACTICE 
neay Manhattan in beautiful country; fully equipped 
home-office with x-ray; good hospitals and part time 
jobs. Hox 6613 P, % AMA 


G 
Geigy Pharmaceuticals ..... 


| NEW YORK—SALE OR RENT WITH OPTION TO 
buy; excellent opportunity for the following specialties 
EENT, cardiology, dermatology, orthopedics, psychia 
try, radiology, surgery; luxurious 4 room brick office 
building and 8 room split level home; Syosset, Long 
sland; formerly occupied by EENT specialist, records 
available; excellent location near hospital; eonvenient 
to everything. Mrs. S. R. Mantell, 311 So. Oyster Bay 
Road, Syosset. Walnut 1-4444 4 


Irwin, Neisler & Co. ............. 
Ives Cameron Co, 


Johnson & Johnson ........... 


K 
Knox, Charles B., Gelatine Co. ..................141-142 
L 
Lakeside Laboratories, Inc. ... ..66-67, 116-117 
wea & Febiger .... 5 
Lederle Laboratories Div.; 

p end an Cyanamid Co. ..27, 126, 135, 148, 173 
Leeming, Thomas, & Co. 163 
Lilly, Eli, & Co. ..... »....93-96 
Lippincott, J. B., 4 


MONTANA — LONG ESTABLISHED; VERY LARGE 
income general practice; all branches; pleasant climate; 
excellent open staff hospital where allowed to do all 
work capable; omen? equipped office, i. e X-Tay, 

laboratory, MR, ete. ; clinic type building; 

2 men; good schools: churches; best recreation facili 

; easy terms; will introduce: sale or lease. Box 
7087 P, % AMA. 


OHIO SOUTHEASTERN; WELL ESTABLISHED; 
well equipped office of rece 7 ceased general prac 
titioner; growing industrial and iral commu- 
nity; excellent hospital facilities; well staffed with spe 
cialists. Mrs. N. Howard Foster, Gallipolis, Ohio P 


McNeil ay 
Mead Johnson & Co. . 
Medical Bureau 
Merck — & Dohme; —e of Mer 

Co., Inc. ....61-64, 81, 103, 
147, 150-151, 
APPARATUS ETC., FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiographic equipment; available 
at all district offices; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel f - : prices include installation 

instructions. Write to: B-it, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 


Morphy-Richards 
Mosby, C. V., C 


N 
New York Medical Exchange 
Oo 


Organon, Inc. 


Parke, Davis & Co. é 
>, 

Co. ....... LARGEST STOCK OF USED-RECONDITIONED AND 
«0. surplus x-ray equipment in America; all makes and 
Phillips, C has. H., . 60 models of diagnostic and therapy units; delivered; in- 
Pitman-Moore Co. ......... stalled, guaranteed and serviced. Write for details of 
R y Bang payment plan and new accessory 

: The Kramer tay Company, Inc., 

Radium Chemical Co., Inc. ical Salvage Co., Inc., 217 E. 23rd'Street, New York 10, 
Riker Laboratories, Inc. .. New York. Q 
Robins, A. H., Co., Inc. 
Roche Laboratories ... 
Roerig, J. B., & Co. .. 


SLIT LAMP—LATE BAUSCH & LOMB UNIVERSAL: 
excellent condition; complete with stand, $290. Dr. L. 
Raymond, 719 Park Avenue at Washington Street, East 
Orange, New Jersey. Q 

Sanborn Co. 

Sandoz Pharmaceuticals ‘ 
Saunde rs, W. B., Co. ....Front Cover, Cover, 
Schenlabs Pharmaceuticals, Inc. 

Schering Corp. ................ 20-21, 85, 87, 102, 

ogg Julius, Inc. 

Searle, D., & Co. . 

Shay Medic al Agency. 

Smith, Kline & French Labs. . 

Squibb, E. R., & Sons ..9, 14, 

Strasenburgh, R. J., Co. 

Surgical Mechnical Rese earch, Inc. 

T 


FOR SALE—BENEDICT OPERATING GASTROSCODVE, 
excellent condition; used 4 times. Box 6998 Q, % AMA 


THE ALL NEW TERRELL RECTAL TABLE; MOTOR 
tilted: circular upon request. Harry Wells, 400 East 
59th Street, New York 22, New York. Q 


FOR RENT 


ILLINOIS—DUE TO DEATH OF DOCTOR, SOUTH- 
west Medical Center immediately available for sale or 
rent including furnishing equipment and instruments. 
Write or call: Mrs. James L. Milos, Chicago, Illinois. T 
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Tailby-Nason, Division of 
International Latex Corp. 

Towne, Paulsen & Co., Inc. 

Tucson Sunshine Climate Club 


EENT-UROLOGY-GENERAL PRACTICE — AN UN- 
usual opportunity for ee practice; nicest location 
on the Pacific Coast; town of 350,000 population; 

% Joseph Fagin, 5 E. cean vd., Long 

U. S. Air Force ......... 69 Beach - California. T 

Upjohn Co. ........... .43-54, 65, 159 

e; ‘easo e entais 

Wallace Laboratories ....12, 24-25, 26, 75-76, for re: lense. re 

90-91, 131 1-6233, Beverly Hills, California, 
Warner-Chilcott Laboratories 
Division .38, 56, 119, 137 
Welch Allyn, Inc. 139 
Westwood Pharmaceutic: ls, 
Division of Foster Milburn Co. 
White Laboratories, Ine. ......... 


REAL ESTATE FOR SALE 


LONG ISLAND—HOME AND OFFICE COMBINATION ; 

woman doctor removing; twenty-two years practice in 
Winthrop Laboratories, “ this office; many names of former patients; $26,000. 
Woodward Medical Personnel Bure “au Ursula Stewart, MD, Elmont, New York, Phone, Floral 
Wyeth Laboratories 9, 37, 92, 143 158 Park 2-5061. } 
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FRACTURED 
TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LE 


*Reg. U.S. Pat. off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York. 
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THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistant-Residency in Obstetrics to groduotes of Class 
A medical schools who have completed a one-year general internship. 
Residents in obstetrics and gynecology are chosen from this group. 


AMERICAN BOARD CREDIT 
Room, board and $75.00 monthly allowance. 
1336 Newberry Avenue Chicago 8, Illinois 


BELLEVUE PLACE 


for 
Mental 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


Nervous and Diseases 


MATERNITY 


Est. 1909 


FAIRMOUNT 


Private sanitarium for the care of a limited 
number of unfortunote girls. Rates reason- 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in charge 
All adoptions, if desired, are arranged thru 
the juvenile court of K. C. Early entrance 
advised. All correspondence confidential 
Write or phone 
Grace Schroer, Supt wa = 3877 
4911 E. 27th St. —K. C., M 


BATTLE CREEK SANITARIU M 


92ND YEAR OF CONTINUOUS SERVICE 


SECLUSION 


Specializing in preventive, diagnostic and rehabilitation services. Close 


cooperation with home physicians in management of chronic diseases 


For rates and further information, address Box 101 


BATTLE CREEK, MICHIGAN 


THE BATTLE CREEK SANITARIUM 


Working with Poul M. Zoll, 
M.D. and his research 
group in this specific field, 
Electrodyne has developed 
a family of medical 
equipment for preventive 
detection and treatment of 
cardiac arrest. 


ELECTRODYNE PM-65 WITH 
(optional) 
ELECTROCARDIOSCOPE 
Visually and audibly monitors 
heart action, instantly signals 
Cardiac Arrest, and avtomati- 
cally provides effective 

external stimulation. 


ELECTRODYNE D-72 
External defibrillator is a 
proven instrument for clinical 
treatment of ventricular fibril- 
lation and persistant tachy- 
cardia through the unopened 
chest. 


For further information write to: 


ELECTRODYNE CO., INC. 15 ENDICOTT ST. 


NORWOOD, MASS. 
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THE PROOF OF THE PROTEIN 
IS IN THE GROWING 


It is generally recommended that the protein intake of the 
formula-fed infant should be higher than that of his 
breast-fed contemporary. 


The good growth made by 50 million babies raised on 
evaporated milk formulas during the past 30 years attests to 
the soundness of this recommendation. For evaporated milk 
does provide the higher level of protein recommended 

when formulas derived from cows’ milk are fed to babies. 


Beyond that, evaporated milk permits greater flexibility 
than any ready-made preparation for infant feeding. It gives 
the physician freedom to specify type and amount of 
carbohydrate . . . to adjust degree of dilution . . . in fact to 
fit the feeding mixture to the individual needs of each baby. 
And, specially processed for infants, evaporated milk is always 
safe, uniform, easily digested. 


50 million times, physicians have specified evaporated 
milk for babies. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I, MISSOURI 


174 
AX : 
( ( 
QO 
A\ 
=, 
: SS 
q = 
2 
- 
= 
i 
te EVAPORATED 
= 


Until... 


you provide prompt and 
PROLONGED RELIEF with 


Novahistine| P 


*A single dose provides relief for as long as 12 hours. 


combines the action of a 
thomimetic with an 
for a greater decon- 


Novahistine LPt 
quick-acting sympa 
antihistaminic drug 
gestive effect. 


Each LP tablet contains: 

Phenylephrine hydrochloride peseee 20 mg. 
Chlorprophenpyridamine maleate. 4 Mg. 
Supplied in bottles of 50 and 250 tablets. 


Two tablets, morning and 
d cases (and children), 
may require 
be safely 


t Trademark 


Usual dose: 
evening. For mil 
1 tablet. Occasional patients 
a third daily dose, which can 
given. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES. INC. 
INDIANAPOLIS 6, INDIANA 
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in the management of the 


“symptom-complex”’ constipation 


new 


difficult-to-pass stools 


@ infrequent defecation due to 
inadequate peristalsis 
inadequate bulk 


@ or a combination of these symptoms 


for soft, easy-to-pass stools 


Colace 


Dioctyl sodium sulfosuccinate, Mead Johnson 


for predictable, yet gentie peristalsis 


Peri-Colace” 


Dioctyl sodium sulfosuc ite and anthraquinone 


derivatives from cascara, Mead Johnson 


to provide bulk in the intestine...not in the stomach! 


Celginace 


Calcium and sodium alginates and dioctyl sodium 


sulfosuccinate, Mead Johnson 


tablets granules 


Celginace provides ‘hydrasorbent’ bulking in the 
intestine where bulk is needed. It also offers 
unique dosage convenience in a bulk agent... 
only one to three tablets daily. 


a comprehensive approach to the relief of constipation 


Combinace 


Calcium and sodium alqinates, dioctyl sodium sulfosuccinate 
and anthraquinone derivatives from cascara, Mead Johnson, 


tablets granules | 


Combinace provides (1) smooth, nonirritatin®, ‘hy- 
drasorbent’ bulk of alginates (2) the predictable, 
yet gentle peristaltic stimulation of Peristim* (3) 
the moistening action of Colace. 


Mead Johnson 


Symbol of service in medicine 


As a service to you in 
instructing patients 
“Advice on Constipation” 
leaflets are available. 


Standardized preparation 
of anthraquinone 
derivatives from cascara 
sagrada, Mead Johnson, 


1, Mulinos, M. G., and Jerzy Glass, 
G. B.: Gastroenterology 24: 385+ 
393 (May-Aug.) 1953. 
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